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PENICILLIN CANNOT 
BE MADE IN A CRUCIBLE! 


Bring back Paracelsus and his crucibles 
today...show him the clinical picture of 
Penicillin...take him on a trip through a 
great Penicillin plant like that of Cheplin 
Laboratories. What would he think? Your 
guess is as good as ours! 


CHEPLIN 


LABORATORIES INC. 


(UNIT OF BRISTOL-MYERS COMPANY) 


Just as strides in clinical medicine have 
been unmeasurable since Paracelsus’ time, 
so too have been the strides in mass-manu- 
facture and plant-investment. In the 
Cheplin plant at Syracuse, for instance, 
there are alone thirty miles of pipe needed 
to make this new “wonder-drug.” 

Who can state Medicine and the Phar- 
maceutical Manufacturer aren’t working 


together for a better post-war world? And - 


Cheplin is doing its bit! 
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eyes, infantile paralysis has been the sub- 
ject of widespread discussion in magazines, 
newspapers and other popular sources of informa- 
tion. It has also been the subject of current medi- 
cal writings',? which suggest that revolutionary 
changes in the concept of the disease should be 
adopted. It seems, then, particularly appropriate 
at this time to discuss some of the problems asso- 
ciated with the disease. 

Although the greatest destructive action of the 
poliomyelitis virus is upon the cells of the anterior 
horn of the spinal cord, the pathologic changes in 
the central nervous system are quite generalized. 
This was pointed out by Peabody, Draper and 
Dochez® in 1912 in a monograph, in which they 
described that in addition to the various portions 
of the spinal cord, the meninges, brain, medulla, 
pons and posterior ganglia are affected. In fact, 
Lovett* believed that the lesions in the posterior 
ganglia might be a factor in producing the pain 
and tenderness, which are an almost constant fea- 
ture in the acute phase of the disease. It was rec- 
ognized at this time that although the pathologic 
process in the central nervous system was general- 
ized, the cells of the anterior horn were more badly 
damaged than were other areas. It was thought that 
the amount of injury to these cells varied from per- 
manent destruction to a temporary inhibition of 
function. Lovett was impressed by the contribu- 
tion of edema and vascular changes to the path- 
ologic process and in turn to its clinical manifesta- 
tions. Recent work,* although corroborating wide- 
spread pathologic changes in the central nervous 
system, has suggested that the effects of the disease 
arise mainly by the intraneuronal action of the 
virus and that the interstitial manifestations are 
secondary. 


Clinical Manifestations 
The onset of anterior poliomyelitis is very sim- 


ilar to that of many acute illnesses—fever, malaise, 
gastro-intestinal symptoms, particularly vomiting, 
often headache and occasionally evidence of naso- 
pharyngeal irritation. In about one-third of the 
patients, a so-called dromedary type of acute illness 
may be recognized in which there is a preliminary 
febrile illness of non-specific type for one or two 
days ; this is followed by a variable quiescent period 
of from one to six days in which the patient may 
seem completely well ; and this stage in turn is suc- 
ceeded by a more severe type of febrile illness - 
which is associated with evidences of involvement 
of the central nervous system. This bi-phasic type 
of acute illness is probably typical of the disease 


-and when a history of such an early course is 


obtained, it is suggestive of the disease. 


The second febrile phase is often the only one 
that is either present or at least appreciated. At 
this time the disease should be recognized clinically. 
It is characterized by irritation of the central ner- 
vous system with headache, vomiting and irritabil- 
ity, followed by stiffness of the neck and back, and 
muscle soreness. The finding of muscle spasm of 
the posterior neck, back and the hamstring muscles 
is suggestive. On the second and third days of 
the febrile illness, the clinical signs referable to 
the nervous system increase, particularly muscle 
sensitivity and spasm, which may be quite extensive 
in distribution. The patient, if a child, is likely to 
be irritable and does not like to be moved. Usually 
paralysis occurs on the second to fourth day of the 
febrile episode and reaches its maximal extent 
within forty-eight to seventy-two hours after it is 
first recognized. 


During the period of increasing paralysis, the 
patient must be carefully observed for evidences 
of bulbar involvement such as difficulty in swallow- 
ing, changes in the voice and irregularity of res- 
piration and for evidences of spinal respiratory 
involvement (involvement of the intercostal mus- 
cles and diaphragm), such as the use of accessory 
muscles of respiration, motion of the nostrils in 
breathing, shortness of breath and cyanosis. The 


clinician must be prepared to meet these problems. 
continued on next page 
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Certain patients with continued fever show pro- 
gressive paralysis for several days even to fatal 
termination. Death, if it occurs, is usually due to 
bulbar or spinal respiratory involvement. Many 
patients, however, show no recognizable paralysis 
and, in fact, in some the whole illness may be very 
mild. 

Examination of the spinal fluid should be made, 
to corroborate the diagnosis. An elevation of the 
total cell count is usual. Ordinarily the cells are 
only moderately elevated and in our 1941-43 series 
of patients, the average cell count was 64 with 18 
percent polymorphonuclear and 82 percent mono- 
nuclear leukocytes. The sugar content is normal. 
There is frequently a slight increase in globulin and 
there may or may not be an elevation of total pro- 
tein. The average total protein in the 1941-43 series 
was 44 mg. percent. Occasionally the findings in the 
spinal fluid are normal and this should not deter 
the diagnosis, if clinical findings substantiate it. 
To establish the diagnosis of poliomyelitis by virus 
studies, is an impractical and expensive procedure 
for clinical practice at this time. 

If paralysis occurs, it is flaccid in type except 
in those rare instances in which a polio-encephalitis 
produces a true spastic paralysis. The flaccid paral- 
ysis may be very extensive in its degree and in the 
areas involved or it may be minimal. The term 
“patchy” has often been used in describing the 
distribution of the muscle weakness, although the 
paralysis tends to involve particular areas; it fol- 
lows no peripheral nerve distribution. The sym- 
toms in this stage are a combination of muscle 
spasm (not spasticity), and muscle weakness. The 
patients are ordinarily sensitive to stretching and 
palpation. The muscles must not be traumatized 
either in the examination or in the care of the 
patient. 

The course after the paralysis has occurred is 
one of improvement to a greater or less degree 
even without treatment. The muscle sensitivity 
and spasm vary greatly as to degree and duration. 
It may be insignificant and last only a few days; 
usually it is not bothersome after a few weeks but, 
in a small percentage of cases, its clinical manifes- 
tations may last several months. 

Deformities arise from a combination of spasm 
and muscle weakness in the earlier stages; from 
muscle imbalance and fibrous contractures in the 
later stages. In children, disturbances in growth 
contribute to later deformities. 

Changes in peripheral sensation are unusual but, 
on rare occasions, small areas of hypesthesia and 
anesthesia may be found. If there is much sensory 
change, the disease is probably not infantile paraly- 
sis. Loss of control of the bladder may be present 
for a few days at the onset and catheterization may 
be necessary but full recovery from these symptoms 
occurs rapidly. 
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Treatment 


It has been stated by Pohl and Kenny in advo- 
cating the treatment outlined by Sister Kenny that 
“treatment had heretofore been directed into the 
wrong channels and for conditions which do not 
exist.”? The Kenny treatment is said to be based 
upon a new concept of the disease and the general 
implication is that paralysis and involvement of 
anterior horn cells is not the important considera- 
tion. Sister Kenny? states that her “system of 
treatment is based upon principles which are the 
exact opposite of the orthodox system” and she 
condemns the “‘orthodox system” at great length. 
Included in the ‘orthodox system” is the treatment 
developed at the Clinics of the Harvard Infantile 
Paralysis Commission and it seems desirable to 
outline this method for clarification of this dis- 
cussion. 

Robert Lovett, who was largely responsible for 
founding the Harvard Infantile Paralysis Com- 
mission in 1916 outlined the principles of treat- 
ment which were originally followed.* It was he 
who divided a consideration of the disease into 
three stages: (1) the acute phase, (2) the con- 
valescent phase, and (3) the residual stage. 

In the original therapy which he proposed, con- 
sideration was given to these three stages of the 
disease. The expressed aim of the treatment was 
to: minimize deformities and restore maximal func- 
tion. 

Acute Phase: The acute phase was described as 
starting with the acute illness and continuing as 
long as muscle tenderness and sensitivity was pres- 
ent. It was pointed out that the first manifesta- 
tion with reference to the muscles was this sen- 
sitivity and that flaccid paralysis might or might 
not be present. In the acute phase, Lovett empha- 
sized the desirability of rest, both general and local, 
and the avoidance of active physiotherapeutic 
measures, including massage which he had found 
prolonged the sensitive period. He advocated the 
use of splints to protect the parts from deformity. 
He was particularly interested in preventing equi- 
nus and hip-flexion contractures. The avoidance 
of stretching of the involved weak muscle was con- 
sidered to be important. Warm baths were used 
after two or three weeks. 


Convalescent Phase 


The convalescent phase was described as begin- 
ning with the cessation of tenderness and ending 
when “spontaneous improvement” in muscle power 
had largely ceased, which was arbitrarily set at 
about two years after the onset. In the convalescent 
phase, he advocated specific physiotherapy to re- 
store all possible power to muscles and measures to 
combat deformity. Muscles were classified as to 
functional power and the exercises were outlined 
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as indicated from this examination. The involved 
muscles were assisted in carrying out their particu- 
lar functions, that is, guided, controlled active exer- 
cises were given. If a muscle could not carry out 
its arc of motion, the patient was to concentrate his 
attention on the attempt to accomplish the move- 
ment, which was performed passively. Rest and the 
avoidance of fatigue was emphasized. 

He proposed that most patients should be placed 
on their feet after not too long a period, perhaps 
2-3 months depending upon their involvement. He 
emphasized the importance of training the individ- 
ual in standing and walking. Braces were used as 
they were indicated to allow the patient to get about 
despite the paralysis, and to protect against de- 
formity. It was advised that a brace should be used 
only if it were for a specific purpose. 

Residual stage: The residual stage was the period 
when operations might be performed and when 
individual supervision was desirable in severe 
cases. 


Changes 


Various evolutionary changes from these basic 
concepts have occured at the clinic. For many of 
these, Arthur Legg, who directed the Clinics for 
many years, was responsible. The patients were 
followed by the orthopedist in conjunction with the 
pediatrician from the onset of the disease. During 
the acute phase, emphasis was placed upon rest 
and gentle nursing care. Hot packs to combat mus- 
cle tenderness and sensitivity have been in use 
for more than 20 years, usually for two periods a 
day. Underwater therapy for exercises was 
adopted, first utilizing the ordinary bath tub, later 
the Hubbard tub and a pool. We went through a 
phase in which more complete immobilization for 
longer periods was used, employing plaster splints. 
Patients treated by this method did not seem to do 
as well so the techniques were shifted in the oppo- 
site direction. 

Splints were used but hot packs were given on a 
regular schedule. If a part was held in deformity 
by spasm, the splint was bent so as to hold the 
part in the most correction that could be obtained 
without increasing the spasm and later, as more 
correction was possible, the splint was reshaped. 
At the conclusion of each hot pack, gentle passive 
motion of the extremities was carried out over a 
painless range in order to combat stiffness. Par- 
ticular emphasis was given to those motions that 
opposed tendencies toward deformity. Guided 
active motions were started earlier in the acute 
phase, that is, as the tenderness was subsiding, mak- 
ing sure that the motions were not painful. Exer- 
cises were given in the Hubbard tub during this 
phase but all underwater exercises were carefully 
controlled. 


The main principle of the physiotherapy was to 
stimulate each affected muscle to carry out its in- 
dividual function, at the same time preventing other 
muscles from substituting for its action. If the 
individual could not carry out the motions, the part 
was carried through the arc of motion with the pa- 
tient attempting to perform the particular motion. 
Manual stretching of the tightened structures was 
carried out as soon as the sensitive period was over. 
In the exercise regimen, basic techniques for par- 
ticular involvements were followed but they were 
varied individually as necessary to obtain the max- 
imal function. 

Careful examinations of the muscles were per- 
formed at regular intervals in which the function 
of each muscle was graded on a six point scale, 
namely “normal”, “good”, “fair”, “poor”, “trace” 
and ‘“‘zero”.® These served as one of the guides to 
the exercises which were indicated and as an index 
of the progress of the patient. As muscles recov- 
ered so that they could carry out their functional 
range, resistance was given to their action to in- 
crease their strength. This was done by arranging 
the position so that the individual muscles would 
lift the anatomical part against gravity or against 
manual resistance to the motion, at all times taking 
care not to overload the muscles. Fatigue of the 
muscles was avoided always. The importance of 
imbalance of musculature as a factor in deformity 
was emphasized and was a basic consideration in 
treatment in both the convalescent and chronic 
stages. Activities and exercise during the con- 
valescent phase in which motions of the involved 
parts were performed in such a way that the 
stronger muscles substituted for those weaker, were 
condemned. 

The transition to the upright position was care- 
fully supervised as was the walking mechanism. 
Attention was given to balance and the proper usage 
of the muscles involved in walking both individually 
and in their coordinate activity. 

During the chronic stage, in those patients who 
had residual effects, the treatment varied greatly 
depending upon the problem. It included such 
measures as: exercises to develop hypertrophy ; 
maneuvers to prevent and control deformities, such 
as stretching of tight structures and the use of 
removable casts at night; training in gait; and 
teaching the individual to develop the best possible 
function despite his involvement (i. e. functional 
training). Operative treatment to improve func- 
tion was often performed in this stage. 

It is upon this background that the Kenny treat- 
ment, described as a radical departure from pre- 
vious concepts, will be discussed. 


Kenny Treatment 
The three cardinal features of the disease as 


proposed by Sister Kenny are (1) muscle spasm: 
continued on next page 
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the affected muscles are the muscles in spasm; (2) 
incoordination ; and (3) mental alienation.? Pohl’ 
asserts that : “Spasm of muscle is the earliest, most 
common and most damaging finding affecting the 
muscles in acute anterior poliomyelitis.” Paralysis 
due to destruction of anterior horn cells is recog- 
nized as occuring, but it is held that “paralysis 
proves after all to be a minor consideration in most 
cases of infantile paralysis.” The treatment pro- 
posed by Sister Kenny is directed toward the mus- 
cle spasm, incoordination and mental alienation. 

Certainly muscle spasm is present in anterior 
poliomyelitis. It is the cause of the limitation in 
motion of the neck and back and limitation and pain 
on straight-leg-raising which have long been noted 
as present in the disease and have diagnostic sig- 
nificance. Spasm exists toa greater or lesser degree 
in those muscles which are not completely para- 
lyzed. It has been demonstrated by Schwartz and 
Bouman® and by Schwab, Watkins and Brazier* 
using electromyographic recordings. The mecha- 
nism of the spasm is unknown; it may be due to 
involvement of the cord in areas other than the 
anterior horn cells; it may be due to involvement 
of the posterior ganglia; it may be a reflex mech- 
anism. It is not spasticity of the type seen in lesions 
involving the upper motor neurones. There is 
little evidence, however, that spasm is the “most 
damaging finding” in the disease. We see severe 
spasm in patients who subsequently have no resid- 
ual involvement. Furthermore, the muscles most 
often involved by severe spasm are neither the 
muscles most affected by weakness nor the antagon- 
ists of those most affected. Spasm, however, does 
promote deformity during the acute phase. 

“Tncoordination” is mentioned as the second 
major symptom described by Kenny and by this is 
meant a spreading of the motor impulses intended 
for a certain muscle to other muscles or groups of 
muscles with resultant incoordinate action. In- 
coordination is described also as occurring within 
a particular muscle. It is true that if sensitivity 
inhibits the action of a particular muscle or if 
muscle weakness exists, substitution by other mus- 
cles may occur. This has been recognized and the 
importance of preventing substitution in muscle 
training has been long accepted. 

By “mental alienation” is meant an inability to 
produce a yoluntary purposeful movement in spite 
of the fact that the nerve paths to the muscle are 
intact; in other words, a “physiologic or psycho- 
logic block.” The majority of the muscles described 
as “alienated” are those which would be evaluated 
ordinarily as exhibiting either flaccid paralysis or 
paresis. It has been stated that the final differen- 
tiation between a paralyzed muscle due to anterior 
horn cell destruction and a muscle that is alienated 
is that the paralyzed muscle fails to recover its 
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function. If it recovers its power, it has been 
alienated ; if it does not, it is paralyzed. 

It is true that a muscle may seem very much 
weaker than it is if antagonistic muscles are in 
spasm or if muscle sensitivity exists, and this is 
an important consideration at early muscle exam- 
inations. Only in this way can we corroborate the 
mechanism described by the term alienation and it 
is our belief that it is not an important factor in 
the prognosis of the disease. 

Sister Kenny does not do a muscle examination, 
that is, she does not evaluate the power of individual 
muscles but instead does what is called a muscle 
analysis which primarily is a recording of the spasm 
present. We find it impossible to determine the de- 
gree of involvement and in turn the progress of 
the patients unless a muscle examination is per- 
formed. 

The first principle of Kenny treatment is to 
combat muscle spasm. The main measure in treat- 
ing spasm is the use of hot packs. The hot packs 
themselves are of wool blanket material and wrung 
out of boiling water by passing through a tight 
wringer twice. After they are applied, they are 
then covered with a waterproof material which in 
turn is covered by another layer of wool blanket. 
The packs do not cross the joints. The packs, as 
originally described, are used every two hours from 
7.a. m. to 7 p. m., although packs may be used 
more often in instances of severe spasm. 

The patient is kept on a straight bed with a 
foot board and the mattress is so arranged that 
when the patient is placed on his face, the foot 
will drop into the space between the foot of the 
mattress and the board. No splints are used yet 
the positional effect desired is obtained by other 
methods. Nursing attention is given to the position 
of the parts. The foot which is the most difficult 
part to protect from deformity by ordinary nursing 
care is supported by the foot board. The purpose of 
the foot board, allegedly, is not to hold up the foot 
but to stimulate proprioceptive reflexes but in 
effect it holds up the foot. The hot packs are con- 
tinued until spasm disappears. 

Muscle reeducation is begun at an early stage 
and has particular features that will not be out- 
lined here. The techniques in many respects are 
somewhat similar to those of the “orthodox treat- 
ment” which has been described although they are 
held to be performed for a different purpose and to 
be based upon a different concept of the disease. 

The patient is placed upon his feet for short 
periods “as soon as the tightness and spasm have 
been largely relieved, and providing there has been 
fairly good return of function and strength to the 
trunk muscles.”’ The technician steadies the pa- 
tient when he stands. Walking is not allowed 
“where there is active spasm or an incoordination.”* 
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Careful attention is given to instruction in walking. 
Crutches are used when needed. 


Comment 

The Kenny treatment is not as radical a change 
in therapy as the terminology and comments would 
suggest. In fact, this treatment in essential factors 
has more in common with certain techniques which 
she has ascribed as ‘‘orthodox treatment” than do 
some of the variants of the “orthodox treatment” 
with each other. 

We have been unable to confirm that the results 
obtained by the Kenny treatment are revolutionary. 
Recently a comparative study’® has been reported in 
detail of the results obtained at the end of six 
months in two series of patients treated at the 
Children’s Hospital and the Clinics of the Harvard 
Infantile Paralysis Commission ; one treated by the 
method normally used in the Clinics; the other by 
the Kenny technique. Those treated by the Kenny 
method were patients who had their onset in 1943 ; 
those treated by the “usual method” occurred in 
1941. Similar criteria were used in placing the 
patients in the two series and all were followed 
throughout their convalescence including a careful 
evaluation, six months after the onset of the dis- 
ease. The patients in the 1943 group have not been 
observed long enough to allow evaluation for a 
longer period and comparative studies of the fur- 
ther convalescence of the two groups are in prog- 
ress. 

The recoveries in the two groups, judged by 
numerous standards, were essentially similar and 
any differences were those which patients treated 
by identical methods might be expected to show. 
It is recognized that there are many pitfalls in 
analyzing the results obtained in two groups of 
patients with infantile paralysis particularly if the 
number of patients is not large but significant dif- 
ferences would have been revealed. 

The Kenny proposals have had as their main 
contribution a stimulation of the re-evaluation of 
current methods of therapy. Certain of her tech- 
niques seem to have merit and may well be incor- 
porated into the treatment which is used, at least 
until further evaluation can occur. Maneuvers to 
develop earlier flexibility seem to be useful. How- 
ever, after the earlier stages of the disease, the 
use of the treatment by individuals who have had no 
basic orthopedic training leads to difficulties. 


Hot packs are helpful in relieving sensitivity 
and spasm but they have been used for years. 
Spasm is a deforming factor in the earlier stages 
of the disease and measures relieving it make the 
patient more comfortable, allow better control and 
correction of deformities, and permit active physio- 
therapeutic measures to be started sooner. The 
Kenny technique of applying the hot packs using 


wool, is a good one but, in our experience, packs 
are more effective if they are used for shorter inter- 
mittent periods and with more frequent application 
to particular areas where indicated. However, the 
Kenny technique of physiotherapy in its overall 
status has no advantage over the techniques which 
we have formerly used and in the later stages of 
the disease has not been as effective, in our hands. 

Splints in the earlier phases of the disease are 
not necessary and we do not believe that they are 
desirable, provided adequate nursing care is given, 
the position of the parts is maintained, and a foot 
board is used. Later, however, as indicated in 
individual cases, wire splints and bi-valved plaster 
splints are useful in combatting deformity. Often 
they are used only at night. Prolonged immobiliza- 
tion should not be used and has not been advocated 
in our Clinic in the past. Splints properly used are 
very helpful. 

Braces are necessary in the treatment of the dis- 
ease in a small percentage of patients. They should 
not be used until the maximal recovery of the mus- 
cles has occurred, provided the individual, when 
ready to walk, is able to walk without inducing 
further deformity. In patients with normal arms, 
crutches are often desirable as an aid in walking. 
Once the period of maximal recovery. in the func- 
tion of the muscles has occurred, braces shouldbe 
used if they assist the individual in walking or if 
the bearing of weight without protection induces 
deformity. Some patients cannot walk without 
braces. In the residual stage, many who can walk 
without a brace, either with or without crutches, 
find it an impractical method and are able to in- 
crease their functional capacity by using a brace. 

Certain additional principles should be affirmed. 
In the stage of recovery, fatigue of involved mus- 


cles must be avoided and rest is a major considera- 


tion in treatment. Imbalance of musculature is 
important in producing deformity—in the earlier 
stages, in association with muscles spasm and later, 
in conjunction with fibrosis and contracture. Im- 
balance is a primary consideration in treatment. 
Spasm is a deforming factor but if spasm alone 
exists it will not produce residual disability. Chil- 
dren who have had the disease and have any degree 
of residual involvement must be observed at pe- 
riodic intervals to make sure that deformities do 
not develop with growth. 

The physiotherapy in anterior poliomyelitis is 
concerned with establishing as nearly normal func- 
tion as possible in muscles, not only individually 
but in their synergistic action ; with the prevention 
of deformities ; and with establishing the maximal 
functional capacity of the individual despite resi- 
dual abnormalities. 

Surgical methods are most helpful in the residual 


stage of the disease. 
continued om page 111 


1 

5 

1 

) 

1 

) 

1 

. 

1 


RHODE ISLAND MEDICAL JOURNAL 


THE CORRECTION OF SPEECH AND 
READING DIFFICULTIES* 


EDWIN M. COLE, M.D. 


The Author. Edwin M. Cole, M.D., of Boston. In- 
structor in Neurology, Harvard Medical School; As- 
sistant Neurologist, and Director, Speech Clinic, Mas- 
sachusetts General Hospital. 


I 

HILDREN Who Are Slow In Learning to Talk— 
Delayed Speech. These are the youngest chil- 
dren that we see in our clinic and the parents are 
usually worried because the child fails to speak at all 
or to speak understandably. Some of these chil- 
dren come in at 3 years of age, others not until a 
month or two before school opens in the fall. In 
these latter cases, the parents have played a waiting 
game, sometimes following the advice of the fam- 
ily doctor, hoping that speech will develop before 
the child has to go to school. As the time for 
school approaches and the child of 5% or 6 is 
speaking hardly at all or using words so they can- 
not be understood, it becomes apparent to the fam- 
ily that remedial measures must be taken in order 

for the child to be accepted in school. 

In investigating these cases there are certain 
historical facts and certain observations from the 
child that are helpful in establishing the diagnosis. 
It is, of course, of prime importance that the cause 
of delay in speaking or in the acquisition of poor 
speech be determined so that treatment can be 
appropriate. The family history should be inves- 
tigated. Speech disturbances tend to run in certain 
families. Moreover, delayed speech, lisping, and 
baby talk frequently occur in families in which 
there is left-handedness. Needless to say, the left- 
handedness is not, per se, the cause of the speech 
difficulty. In these cases there seems to be an in- 
born lack of facility in acquiring skill in speech. A 
history of considerable left-handedness in the fam- 
ily, or other similar instances of speech difficulty, is 
of good prognosis. 

The patient’s general health should be inquired 
into. Occasionally, speech seems retarded when 
growth has been accompanied by severe and chronic 
illnesses. The condition and use of the organs of 
speech, of course, should be investigated, but in 
my experience, pathology of the mouth and throat 
is rare in comparison with the large numbers of 


*An address presented at the First Medical Colloquium, at 
Brown University, September 22, 1944. 


speech difficulties. In other words, most children 
having speech difficulties have normal organs of 
speech which they do not learn to use effectively. 
Hearing, of course, must be carefully evaluated. 
It is very difficult to recognize a small child who 
is bright and who has a partial hearing defect. The 
defect may be of such an extent as to make it im- 
possible for the child to hear a good many of the 
sounds of speech. Consequently, he will be unable 
to reproduce them. Hearing defects should always 
be borne in mind in studying these children. 
Finally, intelligence should be investigated. If 
intelligence is very low, the acquisition of speech 
will be delayed. There are helpful psychometric 
methods for evaluating the intelligence of the pre- 
school child, and these aids to clinical impressions 
should be used. 

Treatment consists in the correction of defects 
wherever they are found. Thus, if there is a hear- 
ing loss, and useful hearing can be established by 
means of a hearing aid, the child should be fitted 
with a hearing aid before speech therapy is started. 
Should any defects in the organs of speech be 
demonstrable, of course, they should be rectified 
insofar as is possible. Should the fault lie in the 
direction of retarded intelligence, pressure to de- 
velop speech should be removed until the mental 
age reaches a level which would make speech pos- 
sible. In the majority of cases, however, therapy 
lies in the direction of stimulating the children to 
talk, refusing to accept gesturing ds a means of 
speech, insisting on sounds to carry meaning, using 
play therapy which involves the making of sounds 
and noises, and gradually establishing a vocabulary 
in this way. Where speech exists but is inaccurate, 
as in baby talk, lisping, and so on, trained speech 
therapists can do much to teach the child the cor- 
rect mouth positions for the various sounds that 
are poorly produced. There is no value in post- 
poning the application of any of these therapies and 
it seems to me of prime importance that the child 
handicapped in speech have his handicap removed 
early so that his relationships with others shall 
become as normal as possible. 

Polly was six years old when I first saw her. 
She was brought in by her mother because it seemed 
so hard to understand her speech. Polly had not 
talked at all until she was three years of age and 
since then she has been very difficult to understand, 
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never pronouncing the letter “‘s” and avoiding cer- 
tain other consonant sounds. She seemed to under- 
stand what was said and to be responsive but she 
remained the silent member of a much talking 
family group. 

Polly’s mother had been well during the preg- 
nancy and the birth had been uneventful. Polly 
stood, walked and was trained normally. There 
was no history of illness during the first four years 
of life which seemed to have any bearing on her 
speech. Polly was the youngest of three girls. Her 
oldest sister had learned to talk quite late and had 
used baby talk for a good many years, though at 
the present time her speech was perfectly normal. 
Polly’s mother had one brother who stuttered and 
one sister who was left-handed. 

When Polly was a little less than four years of 
age, she first went to a good private nursery school. 
When she was five, she went to kindergarten and 
when seen her speech was so poor that, though 
she was six years of age, the schools in her town 
did not seem anxious to have her attend. Accord- 
ing to Polly’s mother, however, she refuses to go 
to any more schools that do not teach her to read 
and do what the older children do. She explains 
that she is tired of playing games and that she 
wants to learn something. Apparently her 214 
years at nursery school and kindergarten have been 
more than she has wanted. 

During the entire first interview, Polly was 
absolutely mute. She would use her hands ade- 
quately and seemed interested in toys but refused 
all my advances to extract speech from her. It 
was not until some time later, after a trained speech 
therapist had gone to her home, that we were able 
to elicit any speech. Further question of Polly’s 
mother showed that the matter of her poor speech 
had been discussed openly at home. Polly’s father 
had insisted that she was probably feeble-minded, 
and Polly had been told that she was going to a 
doctor who would make her talk—hence her silence. 


Treatment has consisted of many hours of play 
therapy, games in which songs and words become a 
permanent part of the routine, and she has made 
improvement all along the line. 


Il 

Children and Adults Who Stutter or Stammer. 
This is a large subject and, of course, the group of 
stutterers seen in any language clinic, is large also. 
I can only make brief references under the head 
of general observations with a few suggestions for 
treatment, in this article: In the first place, the 
family history of stutterers is of interest. It is 
sinilar to that of the last group of patients 
described. In the family, there is considerable left- 
handedness, and other types of speech difficulty, 
such as delayed speech, baby talk, lisping, tend to 


occur in these families, hence the family history 
again is of the type in which there is little inborn 
ability to acquire speech skill. The second obser- 
vation of interest is that most stutterers are males, 
in the ratio of about 7 or 8 out of 10. From this 
it is easy to conclude that stuttering, being associ- 
ated with certain hereditary factors already men- 
tioned, is somewhat sex-associated. It cannot, of 
course, be called sex-linked as are certain heridi- 
tary syndromes. 

The age of onset of stuttering varies. Most stut- 
terers begin to show symptoms during the first few 
years of speech, particularly during the first year 
or two of school when considerable stress is placed 
on the speech mechanisms. At this time, the child’s 
vocabulary is suddenly enlarged, he is having to 
express his thoughts in words and he is having to 
acquire some skill in reading which is an associated 
language function. Stuttering is some times not 
very obvious until adolescence though usually if 
it becomes severe at that age, a careful history 
shows that there was some stuttering in early child- 
hood. 

A fact that seems: baffling to stutterers and their 
families is that this difficulty varies in intensity 
between individuals, and in an individual at dif- 
ferent times. In other words, all stutterers have 
ups and downs except the extremely severe stut- 
terers who never have been able to speak clearly. 
Thus, the stutterer’s speech might be considered 
as a barometer of his inner efficiency. Due to this 
fact, many stutterers, and unfortunately many 
therapists, spend much time trying to find “the 
situation” which causes an individual to stutter. 
Naturally, there are all kinds of situations causing 
stress and strain and in this way precipitating stut- 
tering but it should be borne in mind that these 
situations are purely precipitating ones and not 
the underlying cause of the stuttering. 

Most stutterers show a good many motor over- 
flows in the form of facial tics, spasms, head move- 
ments, arm or foot movements, which some times 
have been purposely acquired as aids in producing 
speech, and other times seem to have occurred in 
spite of the stutterer. In these cases, this motor 
overflow can be considered as a concommitant of 
stuttering and not a symptom or sign of something 
else. 

The stutterer finds that his difficulty varies in 
different situations. Usually, stutterers have the 
greatest amount of difficulty in ordinary conversa- 
tion, in answering direct questions, in talking over 
the telephone. Their speech is apt to be a bit freer 
of stuttering when they read aloud or when they 
speak from memory, or when they use habitual 
speech such as counting, reciting, and so on. Fre- 
quently, the stutterer can repeat clearly words just 


heard, so that the hearing of words in some cases 
continued on next page 
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is a help in producing them. Finally, most stut- 
terers are able to increase their freedom from stut- 
tering when they read aloud and couple this exer- 
cise with a certain amount of writing. 

The treatment of stuttering must be quite in- 
dividual. The therapist must recognize that he is 
training an individual to acquire a skill in a direc- 
tion in which he has very little inborn talent. To 
do this, the physician must be certain that the in- 
dividual is functioning at the, for him, best possi- 
ble physiological level. In other words, his health 
should be as good as it is possible for it to be. 
Physical defects should be remedied wherever 
they are met. Good use of the body in posture, in 
walking, and gesturing are of great value in pro- 
ducing improved speech. In addition to these gen- 
eral measures, there are many speech aids in the 
form of speech drills, breathing exercises, relaxa- 
tion exercises, and so on, that are of value. On the 
psychological side, it is of great importance that 
the patient recognize that his difficulty is improv- 
able and that he appreciate it is something he must 
work on and in which he will have assistance. This 
seems to me to fall into the category of justifiable 
suggestion. It is not necessary nor advisable in 
my opinion to make extreme promises of cure to 
the patient in the hope that they will serve as 
reassurances and strong suggestion. Promises 
which are beyond the therapist’s knowledge and 
control should never be made. It is unfortunate 
that much of the advertising associated with speech 
therapy falls into this unethical category. 

The histories of some stutterers which follow 
may illustrate some of the points I have tried to 
make. 

Thomas R. Born April, 1918. First seen in No- 
vember, 1937, because of stuttering whiclr had been 
present since the age of 6. It started shortly after 
he went to school. He claimed that he had always 
been right-handed and that he had no other dif- 
ficulties. He was seen in the Psychiatric Clinic 
when first admitted and it was noted that he blushed 
frequently, that he was restless, had cold, moist 
hands, and that there was excessive perspiration. 
He said that he felt timid and inferior in crowds 
“because of my speech”. 

The stuttering was barely noticeable in conver- 
sation. Evidently his subjective distress from the 
speech defect was much greater than it would seem 
to be from observation. He had attended a school 
speech class during high school but without help. 
He had the following family history :- 


Maternal Grandfather — Right-handed. Spoke 
fluently. 1 brother right-handed. Stuttered 
severely. 

Maternal Grandmother — and seven siblings all 

spoke correctly and right-handed. 
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Mother—Right-handed. Talked baby talk until 
4 or 5 years of age. Did well in school. 
Five siblings all right-handed. One stui- 
tered as a child. 

Paternal Grandfather — Handedness unknown. 

Paternal Grandmother — Right-handed. A 
teacher of 7 languages. 

Father — Stuttered. Right-handed. Two sib- 
lings both right-handed with no speech de- 
fect. 

Patient — Right-handed. Rapid speech with hes- 
itations. A sister stutters. The sister was 
born left-handed. Reversed letters. Spells 
well. 

This was one of those stutterers whose stuttering 
was a great hazard for him. He felt handicapped 
and self-conscious because of his difficulty. He 
was given speech drills, dictation exercises, read- 
ing with pencil facilitation, group work at the 
hospital, and from November, 1937, to June, 1938, 
improved considerably. 


John B. was first seen in April, 1937, because 
of a severe block type of stutter. He had worked 
elsewhere on breath control without any help. He 
also had a lateral lisp. His mother hesitated a great 
deal in her speech. His father was a stutterer and 
had a left-handed brother. This boy started in work 
at the Clinic with speech and reading drills. He was 
one of those youngsters who was able to apply him- 
self very thoroughly to this sort of work and he 
made a good deal of progress so that he became 
proficient in the drills taught him. He was willing 
to go to school and apply them in his school work. 
Ina year and a half his speech was practically free 
of stuttering. In 1940 he returned to the Clinic 
because of a slight relapse which is so common 
among stutterers and after a few weeks of treat- 
ment and group work, his speech improved again. 
He was last seen in January, 1943, when he came 
in response to a regular followup appointment. At 
that time, at the age of 18, he was speaking slowly 
and deliberately and with very little stuttering. 
Besides going to agricultural school, he was run- 
ning a farm project of his own, caring for hens, 
pigs, a cow, fruit, and so on, all of which he claimed 
he enjoyed. He said he liked to address small 
groups of people, particularly at school and at Sun- 
day school, and that he had no trouble in doing so. 


Ill 

Children or Adults Who, Following Illness, Lose 
the Use of the Organs of Speech, or of the Eyes 
or Ears. In this group of cases, treatment, of 
course, must be directed toward overcoming the 
acquired pathology so far as is possible. Fre- 
quently, more can be done in this direction than at 
first seemed likely, and it is worth while leaving 
no stone unturned to bring back as much useful 
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speech, sight or hearing as is possible. Much more, 
however, than the use of a hearing aid, throat oper- 
ations, and so on, is required to handle these pa- 
tients properly. They must be taught how to use 
the equipment necessary for the perfection of 
language skills which remain after the illness, 
whether it is hearing, vision, or the organs of 
speech. In addition to the use of the altered equip- 
ment, therapy must be directed towards creating 
a healthful attitude with respect to the disability. 
The following case is illustrative of this point :— 


George is a young man of 21 who came to the 
office because he was told by other people that his 
speech was not clear. He said that he was somewhat 
deaf and had been so since early childhood when he 
lived in Northern Maine far from any good doctors 


_and had a very bad infection in both ears. In fact, 


he said, one of his ears still ran occasionally. He had 
to have a mastoid operation and he remembered 
his early years as being a continual case of sick- 
ness. Coincident with the ear infection, the right 
side of his face became paralyzed and his head was 
drawn rather to one side so that it was hard for him 
to hold his head up straight. This part of his 
difficulty had been stationary for years. He had 
bought a hearing aid but it did not seem to help him 
much, he thought. George said that his career in 
school had not been very happy since he found it 
difficult to make friends with the other children. 
Often he could not hear what they were saying and 
his ill health prevented him from playing with them. 
In spite of his handicap his school work had been 
pretty good. 

As he grew and matured he became more and 
more of a recluse but he was dissatisfied with being 
left entirely to his own devices. He craved the 
companionship of other young people but achieved 
little or no success. He was sent away to boarding 
school, but after staying there two or three weeks, 
he was so miserable and unhappy that he ran away 
and returned home. He finally came to Boston to 
study art for which he felt he had some talent. It 
was in Boston where he was thrown with more 
people that he was told his speech needed to be 
improved. 

When he was first seen, George had many anxi- 
eties and fears which seemed to handicap him and 
circumscribed his activities in every direction. He 
had given up his art studies and was at loose ends. 
He had no friends and was thoroughly dejected. 

Certain features of the case were outstanding. 
In the first place, George was quite hard of hearing. 
In the second place, he did not use his hearing aid 
as well as he might have done. Also, he had not 
learned to read lips. He had been thoroughly un- 
successful, partly because of his physical handi- 
caps, in establishing any friendly relationships with 
other young people, and, finally, his speech was 


quite deficient in that he lisped all “‘s” sounds 
through his nose in a very unattractive manner. 

Treatment was planned to remedy as many of 
these handicaps as possible. An ear specialist helped 
in adjusting his hearing aid and in treating a dis- 
charging ear. Arrangements were made for 
George’s residence in a students’ club. He took 
dancing lessons and went to dance halls where he 
seemed to have a good time though he was only 
moderately successful there. He took speech read- 
ing lessons and finally he embarked on a campaign 
to equip himself as an accountant to follow a kind 
of activity in which his deafness would not prove 
to be the greatest handicap. Speech exercises to 
overcome his lisp were also instituted. 


IV 

Children and Adults Whose Organs of Speech 
are Congenitally Deformed. The largest group of 
these cases is that of cleft palate with or without 
hare lip. The operative procedures for the repair 
of cleft palate are much more successful than they 
used to be, and, by and large, offer patients with 
this type of congenital malformation a great deal. 
Operation usually is a matter of many stages of 
operating and generally should be started early in 
childhood. In my experience, there is nothing to 
take the place of operative treatment. However, a 
good many children do not have the operations 
completed before the onset of speech and, conse- 
quently, they learn to speak improperly because 
of a remaining defect in the soft palate. This de- 
fect makes it impossible to form certain consonant 
sounds and a good deal of hypernasality in speech 
results. Consequently, when the final operation 
is successfully completed, speech will not become 
“normal” unless a good deal of carefully planned 
speech therapy is tindertaken. Too often the fam- 
ily, after the last operation is completed, feel that 
the work is done and there is nothing more left to 
be attended to, and yet they are dissatisfied that 
speech is so far from normal. The child certainly 
must be educated to use his new equipment ade- 
quately in order to produce satisfactory speech. 
Few of us realize what a long course of operations 
and of treatment are required to overcome the 
congenital defect and to acquire good speech. 

As an example, I cite the case of Billy who was 


born in April, 1932, with a double hare lip and cleft 


palate. His first operation at the Massachusetts 
General Hospital, was in August, 1932, for repair 
of the double hare lip. He then had successive 
operations in August, 1933, September, 1933 and 
June, 1934, for repair of cleft palate and recon- 
struction of the hard and soft palates. Following 
this last appointment, the patient apparently be- 
came discouraged and he failed to keep appoint- 
ments and was lost track of until June, 1939, when 


he had another operation, followed in December, 
continued on page 131 
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The application of the compulsory tax idea for 
the purpose of expanding social insurance pro- 
grams, instead of relying upon the development of 
voluntary plans to achieve some phases of this ex- 
pansion, has been the subject of much controversy 
and debate during the past year throughout the 
country. Locally we have been-directly concerned 
with the issues involved in this controversy by rea- 
son of the existence here of the cash sickness com- 
pensation program operated by the State with funds 
accruing from special taxation upon the employed 
worker, and also by reason of the proposal of Gov- 
ernor McGrath, now being studied by the Volun- 
tary Council on Health, for a compulsory hospitali- 
zation law. 

Of more than passing interest, therefore, are two 
recent reports that have direct bearing upon our 
efforts here in Rhode Island. One is the fact-find- 
ing study of the state advisory council of the Divi- 
sion of Employment Security in Massachusetts on 
“Sickness Benefits” which concludes with the fol- 


DON’T FENCE ME IN. 


swered. It may be questioned, for example,— 


“Recommendation: 


(1) Whether the broad concept that a 
“minimum of protection” against the major 
hazards of life should be carried over by the 
government into the field of illness ; 

(2) Whether a cash benefit for loss of in- 
come during illness is a separate, or even a 
major, phase of a Health Program ; 

(3) Whether anything but a major hazard 
should be provided for by government com- 
pulsion ; 

(4) Whether governmental compulsion is 
necessary until such time as it is clearly dem- 
onstrated that private enterprise cannot as- 
sume the responsibility ; 

(5) Whether the role of government should 
not be one of adding impetus to the establish- 
ment and expansion of private plans rather 
than in direct participation. 


Because too many unknown factors present 


themselves in these abnormal times to permit safe 
judgments ; because of the confusion in the minds 
of many due to the multiplicity of bills- before 
Congress and the fact that basic issues remain 
unanswered ; and because it would be most de- 
sirable to watch further developments under our 
private system of enterprise, the Council would 


lowing thought-provoking resume : 

“It is clear that there is still much more to be 
explored, despite all the discussions that have 
taken place thus far on any phase of a Health 
Insurance Program under possible government 
control. As yet, some of the basic and funda- 


mental issues or questions have not been an- 
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recommend continued study of the subject matter 
into more normal times when answers to some of 
the unknown factors may be forthcoming and 
when better judgments may be made as to 
whether private enterprise in Massachusetts has 
met the challenge for even better and quicker 
progress in this field than heretofore.” 

The other report to which our attention is drawn 
is that of Mr. G. Maurice Congdon, president of 
the Hospital Service Corporation of Rhode Island, 
on the occasion of the sixth annual meeting of that 
organization which has enrolled 37% of the popu- 
lation of the entire state on a voluntary basis to 
provide hospitalization benefits. Mr. Congdon in- 
cluded in his statements the following : 

“We feel that the Governor, by focusing pub- 
lic attention on the importance of budgeting for 
hospital care has thereby greatly contributed to 
the growth that we have enjoyed this past year 
—the biggest in our history. Encouraged by this 
remarkable growth we would like to see the vol- 
untary method given a further opportunity to 
develop its appeal to the public. . . . It is now 


apparent that insurance companies under a com- 
pulsory system would not be able to offer rates 
that would enable them to compete with the Blue 
Cross. This would undoubtedly give Blue Cross 
a monopoly in the field of hospitalization, and 
that is something we do not desire. Competition 


leads to lower rates and greater benefits and 
thereby benefits the public. Under a voluntary 
system the commercial insurance companies can 
and are actively soliciting hospitalization insur- 
ance, thereby providing competition.” 


The basic issues brought forward in the Massa- 
chusetts survey were not met in the adoption of 
our program—they were merely bridged. If our 
answer is to stand the test of time the duty devolves 
on each of us to amend when necessary, and to clar- 
ify with definiteness any phases or interpretations 
of the act now detrimental to its progress. 

To our best knowledge, and according to state- 
ments of the Unemployment Compensation Board, 
the members of the Rhode Island Medical Society 
have cooperated in the administration of the sick- 
hess program, in spite of the fact that many inter- 
pretations have been inconsistent with medical opin- 
ions. The action, therefore, of the House of Dele- 
gates, as reported on page 135, in presenting definite 
clarifications of problems of first importance to the 
certifying physician, warrants adoption. 

The Blue Cross hospitalization plan has had the 
complete support of the medical profession of the 
state since the idea was first proposed. The entire 
program was advanced only after detailed studies 
of !ocal conditions, and every phase of the medical 
participation had the benefit of experienced counsel 
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from the membership of the State Medical Society. 

The issue of compulsion is indeed one that de- 
mands thoughtful study. Having decided that we 
want to pay the price in the matter of cash sickness 
benefits we must now make sure that we can follow 
through with enforcement without seeking a solu- 
tion of the problems by a tax increase. We must be 
mindful in this connection that every increase in the 
level in which society supports its currently unpro- 
ductive members requires a corresponding contri- 
bution from the productive member; and each in- 
crease shifts the balance between incentive to work 
and temptation to rely on benefits society will pro- 
vide. And if in some phases of social insurance, 
such as hospitalization, a monopoly is possible, as 
Mr. Congdon has stated, by reason of a compulsory 
law that would stifle freedom of competition, then 
the price is too great to pay. 


RHODE ISLAND HOSPITAL 
BUILDING FUND 


The plans for a new Rhode Island Hospital, as 
envisioned by the building fund committee in its 
recent announcement, come at a time when the 
problem of hospitalization is receiving particular 
attention in this State. Certainly the plans call for 
one of the most modern institutions physically pos- 
sible, and such improvements to go with the bril- 
liant traditions of medical and hospital service ren- 
dered the people of Rhode Island through the years 
by Rhode Island Hospital should stimulate greater 
interest in Providence as a medical center. 

The community is hospital minded now with such 


great numbers enrolled in the Blue Cross, the grow- 
continued on next page 


ANNUAL MEETING TO BE HELD 


The Rhode Island Medical Society has presented 
its position as regards the annual meeting of the 
Society to the newly-formed Committee on War 
Conventions, and permission has been granted for 
the holding of the 134th annual scientific assembly 
at Providence on May 16 and 17. Plans already 
started, therefore, are now being completed, and 
members are urged to check these dates now. 

Seeking to achieve the objectives of relieving 
overburdened transportation and hotel facilities 
and to conserve thereby desperately needed scarce 
materials and manpower, the Committee on War 
Conventions acts on all applications for group 
meetings which are to be attended by more than 
50 persons. 

Since the Rhode Island Medical Society utilizes 
its own medical library building for its annual 
session, and as no hotel or train facilities are in- 
volved, the Committee has sanctioned the assembly 
in view of the importance of making available 
medical education for the doctors on the home 
front during the war period. The Rhode Island 
meeting also takes on added significance by reason 
of the participation in it by medical personnel 
— ilitary and naval installations located within 

area. 
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ing realization that only there can much of the elab- 
orate work necessary for diagnosis and treatment 
be well done, and the agitation being aroused in 
political circles. It has been well said that in the 
future much more medicine is going to be hospital 
medicine. The patients need it for obvious reasons 
and the doctors benefit tremendously. 

There have in the past been striking examples 
of physicians doing great work away from hos- 
pitals. It is fair to say that they did this in spite of, 
not because of, their absence from such institutions. 
Thrilling biographies have been written of doctors 
making great careers in isolated communities— 
Labrador, Arabia, etc. But these men made them- 
selves hospitals even in the past. How much more 
necessary with the elaborate modern techniques. 

In great medical centers the best men associate 
themselves with medical schools. Here we probably 
will never have such a school. But already are we 
developing opportunities in the hospital for co- 
operative work and study and in co-operation with 
Brown University very direct educational chances 
for the aspiring physicians who wish to extend their 
knowledge and training. 

Aside from the structural advantages of the pro- 
posed new plant there is a significant point at issue 
in the announcement now of a voluntary enrollment 
of donations from the general public for the en- 
largement of this community institution. At a time 
when the Federal government is agitating that hos- 
pitalization facilities for everyone are possible only 
if the government takes charge of the work, and at 
a time when our own State is concerned with the 
proposal of Governor McGrath for a compulsory 
hospitalization tax with which to finance in some 


’ measure the hospitals at a future date, we now find 


that the people, as usual, are far ahead of govern- 
ment. The outstanding success of.the Miriam Hos- 
pital fund to create a new hospital plant is now fol- 
lowed by the proposal for a greater expansion of 
Rhode Island Hospital. 

Undoubtedly more hospitals will be built 
throughout the country but with the increasing ease 
of transportation more and more patients will be 
brought to the proper places for treatment. It will 
still remain difficult to transport hospitals to iso- 
lated peoples. Under the give and take of political 
methods, Providence, a state capital of over 
250,000 will get its hospital only when a western 
capital of a few thousands is catered to. Each com- 
munity knows its own needs and it will be demoral- 
izing to hand them what they will not dig in and 
strive for themselves. 

Thus by free action, and voluntary effort, the 
people are ready to solve their own problem of hos- 
pital expansion. Undoubtedly they will prove 
equally capable of maintaining such outstanding 
institutions in the years ahead without the pressure 
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of taxation to remind them of their duty which they 
seem eminently able to fulfil by themselves now. 


AIR POLLUTION 

There is hot air, clean air, and dirty air. Hot air 
occasionally comes from heating plants, the press 
and radio commentators. Clean air is difficult to 
find in the City of Providence. Dirty air is what we 
are complaining about. 

Much comment has been made in the press anc 
among housewives about the dirty air in Provi- 
dence. Dirty air is a fact established, for many of 
the dust particles infiltrate through even the finest 
barriers of window frames and doors in our homes. 
So it is with true concern that our Providence 
housewives gaze at these dark specks on their fresh- 
ly hung curtains and recently dusted sills knowing 
that they have travelled many yards and probably 
bear many germs. It is proper that the Medical So- 
ciety view from a public health aspect what hereto- 
fore has been considered an offense against the 
community’s esthetic sense. It is important that we 
decide whether or not this particle-laden air is pol- 
luted. If it is, then it becomes an obligation upon 
us as physicians and caretakers of the community 
health to urge that corrective efforts be made. 


Investigations made by the Mellon Institute of 
Industrial Research just prior to World War I dis- 
closed that the economic loss in Pittsburgh was 
then $10,000,000 annually from dirty air. This 
overall cost was not principally due to injured 
health. Another study of air pollution made in 
New York City in recent years showed that the 
streptococci which are most common in respiratory 
passages are widely distributed in the air. In To- 
ronto a study on atmospheric pollution showed that 
the total solids deposited from the air at three loca- 
tions in the city averaged 341,358,610 tons per 
square mile annually, as compared with an annual 
deposit of 133 tons in similar areas outside the city. 

It is evident that certain facts can be obtained 
from a well conducted study of the problem. In 
these days when airborne diseases have secured the 
spotlight of medical attention, it behooves us to 
study the air in our community and if necessary 
urge municipal action if the findings warrant it. 


A BASE HOSPITAL OF THE FUTURE 


A month ago under the title of “Air Travel And 
The Doctor’ we wrote 


“However, the possibilities involved for making 
available medical services to rural areas by air travel 
in our larger states should prove challenging to 
many young doctors. Consider the conservation of 
time and energy by the cooperative effort of physi- 
cian and patient in the utilization of both air and 
auto travel. The busy doctor might range over a 
wide radius operating from an urban center, or the 
pees might be swiftly and comfortably moved 
rom a remote area to a treatment center.” 
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EBRUARY, 1945 


The thinking in this instance was entirely origi- 
nal, and our conclusions advanced editorially have 
already evoked some local comment among our 
members. It is with particular interest, therefore, 
that we now note similar thinking on the national 
level as expressed subsequent to our comment by 
Dr. Thomas Parran, Surgeon General of the Pub- 
lic Health Service, Federal Security Agency, at 
the opening of the Health Institute of the United 
Automobile Workers, CIO, in Detroit on January 
18, when he said in part: 

“A plan of hospital construction should fit to- 
gether all the hospitals of a community or State in 
one over-all plan, functioning for the sole purpose 
of rendering the highest type of complete service 
to all the people of the area. In isolated areas, it is 
not practical to operate elaborate institutions, 
equipped to render all of the complete medical 
services. But with modern transportation, it would 
be possible when necessary to send patients from 
the rural hospitals swiftly and safely to a city where 
larger district hospitals, fully equipped to render all 
kinds of service would be available. The base hos- 
pital, in turn, would circulate new medical knowl- 
edge and skills to every institution it serves. In the 
base hospital would be concentrated medical and 
nursing schools, specialists in all branches of medi- 
cine, and research projects designed to find new 
and better methods of diagnosis and treatment. 
There would be free interchange of patients and of 
physicians and other personnel among these hos- 
pitals—rural, district and base—all working to- 
gether in a coordinated system.” 


MARCH MEDICAL MEETING 


- At the meeting of the Providence Medical 
Association to be held at the Medical Library 
on MONDAY, MARCH 5, at 8:30 P. M., Dr. 
Sidney Farber of Boston will speak on 


“PANCREATIC INSUFFICIENCY 
AND THE COELIAC SYNDROME” 


Doctor Farber is one of a group of Boston 
physicians who have done outstanding 
pioneer work in this field. This is a timely 
subject of pathologic, medical and surgical 
interest, and Doctor Farber, a splendid 


Schieffelin 


2,4-di p-hydroxyphenyl ethyl hexane, 


In estrogen therapy the physi- 
cian is particularly interested in 
clinical efficacy and freedom 
from toxic side reactions. In 
BENZESTROL, Schieffelin & Co. 
offers a significant contributionto 
hormone therapy in that it is both 
estrogenically effective and sing- 
ularly well tolerated whether ad- 
ministered orally or parenterally. 


BENZESTROL TABLETS 


Potencies of 0.5, 1.0, 2.0, 5.0 mg. 
Bottles of 50, 100 and 1000. 


BENZESTROL SOLUTION 


Potency of 5.0 mg. per cc. in 10 ce. 
Rubber capped multiple dose vials. 


BENZESTROL VAGINAL TABLETS 


Potency of 0.5 mg. 
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Literature and samples 
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The Author. H. Shirley Dwyer, D.D.S., F.1.C.D., of 
Concord, New Hampshire. Director, Division of Den- 
tal Services, State Department of Health of New 
Hampshire. 


oor little Rhode Island”, moans a popular 
singer on the radio. Why pick on Rhode 
Island? The same old moon swings up over the 
hills and plains of all this great Country of ours. 
We look at it sparkling the snow on the sides of our 
Presidential Range, squirm a little deeper into our 
wraps and mutter, “B’gosh, that moon looks cold 
—goin’ to snow, I betcha.” Down in Florida, as 
it glows on the phosphorescent waters off shore, 


some romantic young thing, clad mostly in imagi-- 


nation, murmurs ecstatically about “that tropical 
moon.” On the other hand some folks can’t even 
see the moon for the glare of modern neon lights. 
It’s the same moon — just a different point of view. 

Isn’t this equally true of some of the problems 
confronting the professions of medicine and den- 
tistry today? The problems may be fundamentally 
the same, but each little section of the Country 
sees them in a slightly different light — and, un- 
fortunately, some men can’t be bothered seeing 
problems. They are blinded by the lucrative glare 
of their own operating room lights. Yet the prob- 
lems are there. 

Industry — both labor and management — is 
giving serious consideration to planning now for 
post-war problems. The problems of the returning 
veteran, and of the transition from war to peace- 
time production are probably uppermost in most 
post-war discussions. But what is being done in 
the professions? Must we always wait for labor, 
industry and the politicians to take the lead. Have 
we ever considered the returning doctor and his 
changed attitude? We must be prepared to re- 
orient our returning medical and dental officers 
into the techniques and attitude of private civilian 
practice. Especially is this true in the field of den- 
tistry. We are told on good authority, of certain 
service centers— both army and navy — where 
men are being prepared for overseas service. Due 
to the pressure of time and the necessity for getting 


*Presented at the 66th Annual Convention of the Rhode 
a State Dental Society, at Providence, January 24, 


men in condition for overseas duty, a complete 
operative dental reparative service is rendered at 
one sitting. In other words, if a man needs six fill- 
ings and four extractions, he remains in the den- 
tist’s chair until all of the necessary service has 
been rendered. Of necessity it is done as rapidly as 
possible. This is not said to cast any reflections on 
the type or quality of the dentistry performed. 
From personal observation we can definitely state 
that the dental service given our service men is 
excellent in the majority of cases. It is the approach 
to the patient, the pressure of work, and the limited 
available time, that is an unfortunate necessity. 

Looking at this purely from the operator’s point 
of view, we must realize that this is influencing the 
dentist and building up habit patterns that will re- 
quire complete readjustment on his return to ci- 
vilian practice. Especially is this true of the young 
man who has entered the service directly from den- 
tal school. While this may be an extreme situation 
and not applicable to all cases, it is a condition which 
raises a problem of re-orientation for the returning 
dental officer. 

Another factor, again applying to the younger 
officers, is the matter of the business side of both 
the medical and dental professions. This has its 
foundation, unfortunately, in the professional 


schools, but is continued in any type of clinical - 


service in which the operator is on a fixed salary 
basis regardless of the type, quality, or quantity 
of work done. Here again will be a problem of 
guiding the young man when he returns. 


The Triangle of Dental Success 


Right here and now, let us frankly face the fact 
that most professional men head all the “sucker” 
lists for “get-rich-quick” promoters primarily be- 
cause of their lack of business sense or training. 
Every professional school should incorporate in its 
curriculum a course in office management and the 
fundamentals of cost accounting. Where would 
the public health administrator be if he knew no 
more about costs and budgets than the average 
private practitioner? Health — whether served on 
a private or public basis — is a business conducted 
by a professionally trained person according to pro- 
fessional ethics. The dictionary defines ethics as 
“1. The science of human duty. 2. The basic prin- 
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ciples of right action.” In no way does it say or 
imply that honest, practical business methods can- 
not be applied to any profession, nor taught to a 
student. Our code of ethics governs our conduct 
and relations both with the public and with each 
other, but this should not condemn us to ignorance 
of the business side of our professions. 

The moment that a professional man hangs out 
his sign, he enters the field of business. He should 
he just as well equipped to meet business situations 
as he is to cope with professional problems. 

Success in dentistry or medicine is built on a 
triangle. 


The three sides of the triangle are — Personality 


— Professional skill—and Business. Of these, 
Business forms the base. We have all seen profes- 
sional men whose personality has gotten them by 
when ethics prevents our commenting on their pro- 
fessional attainments, but we remember these men 
because they stand out from the great majority. 


It is the great majority with whom we are con- 


cerned. 

On the other hand, how often do we read in the 
papers of the death of some highly esteemed phy- 
siclan or dentist whose professional ability has 
been demonstrated time and again, only to be sur- 
prised at the statement — “The estate is small.” 
Widows can’t eat uncollected bills; they are not 
listed as one of the “Basic Seven” of nutrition. 

It is up to us — the oldsters who unfortunately 
have been kept out of the scrap — to provide op- 
portunities for re-orienting these returning officers. 
It is not sufficient for each of us as individuals to 
do our share, we must act as a professional group. 
It is to be hoped that society programs of the future 
may contain less hot air, less obtuse presentations 
accompanied by irrelevant x-ray slides in soporific 
doses, and more practical information on the sub- 
jects of civilian practise and the business conduct of 
a practise. 

In dentistry there is one particular phase of our 
work, which due to war conditions has been neg- 
lected and yet is an essential part of both the re- 
oriented technique for the returned officer, and 
the business aspect of any private practise. That 
is the proper management and procedures with the 
child patient. A dental practise built entirely on 
adult patients is a dying practise. Unless new pa- 
tients are constantly replacing the dentally dead 
(edentulous) patients, the practise is bound to 
slack off when this present deciduous war-boom 
nose-dives into the next depression. The satisfied 
child patient is a guaranty of continued business as 
well as a source of satisfaction in constructive ac- 
complishment. 


Management and Procedures with Children 
In order to adjust our thinking to some of | 
the problems involved in the handling of child 
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patients, let us follow a child through the series 
of events which constitute a dental appointment. 

If we could start with the child at home, we 
would probably find that a fond mother is already 
paving the way for future trouble by telling little 
Archibald that he must be good and then he won’t 
be hurt. Immediately you and I become instruments 
of discipline and potential sources of unknown tor- 
ture. Well, there is not much you can do about that. 
Dr. Clune and I, and the rest of us in public health 
who no longer conduct a private practice can and 
should do what we can to help you. We can tell off 
doting relatives when the opportunity presents, and 
not worry about stepping on a patient’s toes. Meet- 
ings of parent’s associations,.. young mothers’ 
groups, P.T.A. meetings, etc. usually offer an op- 
portunity to give some much needed pre-operative 
treatment to the parent. How much good this does 
—none of us can judge, but at least we can fre- 
quently say what the private practitioner does not 


dare. 


With the arrival of the child at the office — your 
responsibility begins, but the stage should have 
been set before this. By this we mean that when 
a mother calls up for a first appointment for the 
youngster, there are certain things we should im- 
mediately ascertain. (1) The child’s first name. 
(2) The child’s age. (3) Previous dental experi- 
ence, i. e.—has this youngster been to any dentist 
previously, and what happened. (4) What is the 
child interested in (if mother knows). 


This information may be quickly noted on the 
appointment book by your office girl. If you think 
this is all bunk and only for the children’s specialist 
—at least get the youngster’s first name and age. 
However, we are thinking in terms of practical 
suggestions for the general practitioner, so will 
briefly give the reasons for the above information. 


1. First name. The most distinguishing per- 
sonal possession which each one of us has} is his 
first name. Its use is usually limited to friends, and 
to establish equality of relations. For instance — 
why do all the service clubs such as Rotary, etc., 
insist on the use of the first name. When ‘little 
Archie’s knees start knocking at your door, it’s a 
pleasant surprise for him to be greeted by his own 
name without having been asked for it. It is flat- 
tering even to an adult to find that he is known in 
strange places. So, call the youngster by his first 
name (even though you may think lots of other 
things you would like to call him). 


2. Age. This gives you an opportunity to orient 
your thinking just before meeting the patient. With 
some mothers “little Archibald” might be six feet 
and seventeen when from the telephone conversa- 
tion you would think he, was three and a half feet 


and five years old. 
continued on page 105 
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Yo live” or “lives to eat”... 


the new denture patient must laboriously learn to 
“eat” again. She must learn new habits of chewing 
. .. new habits of muscular control... and develop 
a new sense of “feel”. 

To ease the patient's burden of learning to “eat” 
again, many dentists use and recommend Wernet's 
Powder during the first few weeks, to help adapt 

the patient to the carefully fitted dentures. 
FREE SUPPLY on Request Wernet’s Powder contributes to the maintenance 
WERNET DENTAL MFG. CO. of a perfect valve seal, aids retention and helps 


190 Baldwin Ave., Jersey City 6, N. J. prevent slipping under awkward manipulation. It 
forms a soft protective cushion, which allows the 


patient to exert pressure at any point of the den- 
ture with comfort. And (not to be minimized), light 
dusting of Wernet’s Powder on the new dentures has 
the psychological effect of increasing confidence 
that they will be properly retained. 

Wernet’s Powder means greater comfort and 
confidence for your denture patients. . . this means 
greater satisfaction in your skill and ability! 


WERNET’S POWDER 


ADAPTS THE PATIENT TO THE DENTURE 
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PRACTICAL APPROACH TO A 
UNIVERSAL DENTAL PROBLEM 
continued from page 103 
3. Previous dental experience. May give you 
some idea of what is coming to you! 


4. Interest. Prepares your conversational op- 
portunities. It is comparatively easy to make con- 
versation with an adult because we can talk golf, 
war, stock-market — most any of our own inter- 
ests. With a child, we have to discover his particu- 
lar interests, but seriously discussing them with him 
is a big help toward a peaceful operating room. 
Incidentally, you may be quite surprised to find so 
many mothers who do not know the interests of 
their own children. 

Having admitted the young patient to your office 
— let him become acclimated. He has entered into 
a new world, full of strange and awe inspiring 
apparatus, presided over by someone whom he has 
already learned to mistrust. 

Years ago, when grandmother would drive fif- 
teen miles to a neighbor’s home to spend a few days 
quilting, she always took our tom-cat along. On 
arriving at the new barn-yard, pussy’s paws would 
be well coated with butter before he was allowed 
to run around the neighbor’s place. (Of course 
there were no red points — oleo would have done as 
well.) Why did we butter the cat? So Tommy 
would sit down and clean up. That sitting down 
period allowed him to become acclimated to his 
new surroundings and he did not light out for home. 

We don’t want to butter our new patient — but 
let him get used to his surroundings. 

If any money is to be made from child patients 
— we must practice an economy of time. There- 
fore, while young Archibald is looking us over 
suppose we look over his background. In other 
words, those few minutes give us a chance to get 
some of his case history from his mother. They 
also give us a chance to mentally classify this new 
problem that has been presented. If we can properly 
size up the young patient it will save much future 
wasted time, perhaps save the tempers of ail con- 
cerned, and certainly guide our approach to him. 
For a quick, rough classification we might suggest 
the following: A—Normal - well. B—Normal - 
ill. C—Subnormal - well. D—Subnormal - ill. E— 
Frightened. F—Spoiled. 

A great amount of your success in handling the 
case will depend on your ability to fit that young- 
ster’s reactions into their proper classification. For 
instance, there is little profit in wasting sympathy on 
a spoiled brat. On the other hand, fear may mani- 
fest itself in what appears to be a temper tantrum. 
A differential diagnosis is most important and fre- 
quently very difficult to make. 

Having allowed a “cooling off” period, we go 
into the operating room. This important little dis- 
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tance from reception room to operating room is 
our first test. Usually if the operator casually calls 
the patient by name, asking him (firmly) to 
follow into the other room, then walks on ahead 
with every assurance that the youngster is trotting 
along behind him, the little patient will follow. 
Sometimes they call our bluff. Of course in the 
case of the spoiled child, he may have to be taken 
into the operating room. Above all else — keep 
away from the idea of “hurt”. It would have been 
small comfort to Marie Antoinette on her way to 
the guillotine to have someone say, “Now you come 
along with me, J won’t hurt you a bit.” Don’t talk 
about pain. If the child hasn’t thought of it — why 
bring that up. If he has thought of it, he probably 
also firmly believes you are a liar until you prove 
otherwise. For quick reading we make the follow- 
ing suggestions for our operating room procedure: 


A—lInsist on parent staying out of room. 


1. Most discipline problems, either in school 
or office are the result of an appreciative audi- 
ence. 


2. A child will be more apt to respond to rea- 
son if his reasoning powers are not being 
clogged by parental sympathy. 


3. There are just a very few types who will 
behave better if parent is present. These are 
in the minority. 


B—S peed with thoroughness is necessary. 
1. This means efficiency — not haste. 


2. Try to have a definite accomplishment at 
every visit. 


3. Avoid tiring the young patient by too long 
an appointment, or long waiting. 


4. The child is in the operating room for den- 
tistry — not play. It may be fun, but you 
won't strike pay dirt fishing in the cuspidor. 


Right here let us think back to our basic triangle 
of success. We find personality as expressed in 
your greeting and attitude toward the child; your 
professional skill which will now be used to its 
highest degree ; under it all the fact that the oper- 
ating room is a business room — not a play room. 
With children’s dentistry we must depend on oper- 
ative work skillfully and efficiently done, not lu- 
crative prosthetic restorations, as our source of 
income. 

Now that we are ready to start operations, we 
will of course make our examination with a sharp 
explorer. Preventive operative dentistry is most ° 
satisfactorily practised with children — with them 
we may be in time to really protect their teeth. To 
find structural defects we must depend on sharp 


explorers rather than dental crow-bars. 
continued on page 107 
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PRACTICAL APPROACH TO A 
UNIVERSAL DENTAL PROBLEM 
continued from page 105 
Differences Between Deciduous and 
Permanent Dentition 

What differences may we expect to find between 
working in adult mouths and children’s mouths? 

There are several factors that necessitate a mod- 
ified cavity preparation in the deciduous teeth. We 
will briefly list the most important ones. 

1. Markedly constricted neck of deciduous 

molars. 

. Prolonged horns of the pulp in deciduous 
teeth. 

. Enamel cap ends in a marked ridge at the 
gingiva in the deciduous molars, instead of 
tapering off as in the permanent teeth. 

. There is a comparatively greater depth of 
tooth structure over the pulp in the occlusal 
fossa of deciduous molars. 

Let us briefly consider these factors one at a 
time and show their relationship to the science of 
cavity preparation. 

1. Gingival constriction. This is so marked in 
the deciduous molars that a cavity prepared to the 
‘depth of one millimeter on the mesial or distal sur- 
face at the gingival constriction is the limit of safety 
if the old Black’s box preparation is used. We know 
that we must have bulk for strength in silver 
amalgam. We also, most of us, have had the ex- 
perience of placing an M-O or D-O amalgam in a 
deciduous molar only to have the mesial or distal 
portion fracture off very quickly. The reason for 
this is the lack of bulk resulting from the shallow 
preparation. 

This may be overcome by making the occlusal 
preparation very broad over the marginal ridge— 
thus securing our bulk occlusally. 

2. High horns of the pulp. The most frequent 
cause of pulp exposure and resulting profanity. 
Especially must we be careful with any mesial cav- 
ities as the mesial horn is exceptionally long. 

One method of overcoming this difficulty is the 
use of the slice preparation and a Willett inlay. 

In preparing for silver amalgam, the modification 
suggested for number 1, will also help avoid the 
pulpal horns. 

3. Gingival ridge of enamel. Have you ever 
tried to make a circumferential matrix stay in place 
on a lower first deciduous molar? Then you know 
what we mean. The enamel continues thick across» 
the gingival collar, ending abruptly to make a sharp 
constriction. This marginal bulge causes a taper- 
ing toward the occlusal surface, holding the matrix 
away at the gingiva and causing it to slip occlusally. 

Usually this may be overcome by cutting the 
matrix band on an arc. Then, in the case of these 
tapering first deciduous molars, place the matrix 
upside down over the tooth. That is, when we cut 


107 


our matrix on an are we get a lamp-shade effect. 
Normally we want the constricted portion of the 
band at the gingiva. In this case we reverse it. 
Naturally, it will then be necessary to wedge the 
gingival portion as it will project. The idea simply 
is, that by reversing the band we have greater con- 
tact of band with tooth and thus a better chance of 
the band staying in place. 

4. Depth of structure occlusally. This may be 
very simply illustrated if we consider the deciduous 
pulp as being shaped like our cupped hand with 
fingers extended. The hollow of the palm of our 
hand is much lower than the tips of our fingers. 
That is approximately the contour of the pulp of a 
deciduous molar. It accounts for this unusual depth 
of structure in the occlusal fossa. 

This characteristic may be taken advantage of. 
Cavities on the occlusal surface of deciduous 
molars may be extended very deep into the tooth 
without danger of pulp exposure. This feature is 
used to give us the necessary bulk for our M-O 
and D-O amalgams. 

Next comes the question of what we may use 
to fill deciduous teeth. To answer this briefly we 
submit the following table: 


Filling Materials and their Indications 

Pits and Fissures—gold foil—silver amalgam 

—-silver nitrated copper cement—deposition 
of silver nitrate (temporary expedient). 

Class 1 Cavities—gold foil—silver amalgam. 

Class II Cavities—silver amalgam—Willett 

inlays. 
Class IIT Cavities—cement—copper amalgam 
—discing with deposition of silver nitrate. 

Class IV Cavities—(very rare in deciduous 
teeth that are still saveable)—cement or 
acrylic inlays. 

Class V Cavities—copper amalgam—silver 

amalgam. 

Gold foil may be malletted into deciduous teeth 
up to a period of about three months prior to their 
normal exfoliation. Gold foil should never be mal- 
letted into permanent teeth until at least three to 
four years after their complete eruption. 

Silver nitrate solution when used as a temporary 
treatment for pits and fissures may be most quickly 
precipitated by x-ray developer. 

Silver nitrated copper cement is made by dis- 
solving ten or more large crystals of silver nitrate 
in a full bottle of cement liquid. This makes a 
saturated solution. After about three days (to 
allow ample time for the silver nitrate to dissolve) 
add a pinch of bicarbonate of soda to the liquid. 

If this liquid is used with the regular cement 
powder, the resulting cement becomes exceedingly 
hard. It may be flowed directly over an operative 
exposure as a pulp capping. It is an excellent base 


for all deep seated fillings. 
continued on page 111 
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B. EARL CLARKE, M.D. 


The Author. B. Earl Clarke, M.D., of Providence. 
Pathologist and Director of Laboratories, Rhode Island 
Hospital. President, Providence Medical Associa- 
tion, 1945, 


I] GREATLY appreciate the honor which you 
have bestowed upon me. I feel that it is an 
especial honor to have an organization, composed 
largely of men and women who are engaged in the 
various forms of clinical medicine, choose a path- 
ologist as president. The memories of the older 
ones in this room go back to the days when most 
physicians looked upon pathology as a dull and 
unprofitable phase of medical activity, entered into 
only by those poor misfits who lacked what it takes 
to make a successful practitioner. 

This honor carries with it responsibility. We, 
who are to be your officers for the coming year, 
pledge ourselves to strive, to the best of our ability, 
to administer the affairs of the Providence Medical 
Association in accordance with the will of the mem- 
bership. 

If we are to do this we must have the active 
cooperation of all. You must make your will 
known to us and assist us in the execution thereof. 

Article II of our Constitution states the purpose 
of the Association. I quote: 

“The purpose of the Association shall be for 
the advancement of sound medical science and the 
promotion of the character, interests and honor 
of the medical fraternity ; for the bringing into one 
organization the physicians of this district so that 
by frequent meetings and full and frank inter- 
change of views a harmonious unity of purpose 
may be achieved ; for the stimulation of activity in 
civic health and general welfare ; for the securing 
of the enactment and enforcement of just medical 
and public health laws; and for the forming with 
other district societies the Rhode Island Medical 
Society, and through it and other State associations, 
for forming and maintaining the American Medical 
Association.” 

The frequent meetings mentioned are our regu- 
lar monthly sessions held in this room. Every 
member should feel an active interest in these 
meetings, should be faithful in attendance and 
should contribute to their planning. To this end 
I urge each one to give serious consideration as to 
what his own contribution may be. Do you have a 
*Remarks on acceptance of Presidency of the Providence 


Medical Association at its 98th Annual Meeting, at Prov- 
idence, January 8, 1945. 


paper you would like to present? That should be 
made known to us. Do you know of some other 
member who has something worthwhile that he 
might present? Is there some topic or subject that 
you would like to have presented or discussed ? Do 
you know of some outside man or group of men 
whom we might secure as guest speakers? If each 
member would furnish just one such suggestion we 
should be able to find among them a variety of in- 
teresting and worthwhile programs. 


A second purpose that I wish to emphasize is 
that which reads—“for the stimulation of activity 
in civic health and general welfare”. It seems to 
me that there are matters of public health in our 
city that demand the interest and leadership of the 
Providence Medical Association. Among these is 
the important matter of air pollution. The people 
of Providence have too long endured the discom- 
forts and dangers arising from failure to take 
action in controlling this situation. As_physi- 
cians we should emphasize the public health haz- 
ards, but as citizéns we should be interested also in 
the economic and esthetic aspects of this problem. 
I am hoping that the Association will make this one 
of our major objectives. 


Problems Facing Medicine 


1945 looms before us as a momentous year. 
While the winning of the war is of primary im- 
portance, it seems fitting that this Association 
should also be somewhat concerned with things that 
seem to threaten the standing and the standards of 
the medical profession. It is probable that during 
the year legislation will be proposed—both national 
and local—that will profoundly affect the practice 
of medicine. It appears that the traditional Ameri- 
can idea of individual responsibility and individual 
achievement no longer meets with the approval of 
many of our political and social leaders. The cur- 
rent trend seems to be toward reducing all citizens 
to a common level and providing for them a stand- 
ardized portion of the desirable things of life, 
rather than providing equal opportunity for each 
one to seek and make his own place in the world. 
Among these desirable things is health. Hence, 
health is no longer something to be strived for, 
but is a commodity which is to be handed out with 
no exertion required on the part of the individual 
recipient. Who is to provide this health? Why, of 
course, the medical profession. 
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In spite of our boast that we live in an enlightened 
age, mankind is still prone to believe anything that 
he reads, or hears over the radio, often enough. 
This is especially true if the thing has an element 
of mysticism. (“Spelled backward it spells na- 
tures”). Thus he is readily convinced that the 
medical profession—if it be properly coerced—is 
in a position to solve all problems in connection 
with those mysterious things called health and 
sickness. 

Sadly enough, doctors know that the medical 
profession is not able to provide health. True, there 
are a few specific infectious diseases for which we 
have effective vaccines and antitoxins. These, I be- 
lieve, are now available to all who want them. Aside 
from these, preventive medicine consists of good 
heredity, proper food, adequate shelter, sanitation, 
hygiene and moderation in all things. The medical 
profession can point these things out, but it can 
provide none of them. Some may be partially pro- 
vided by social and governmental agencies, but 
most require the active endeavor of the individual. 
This is the weakest link in the chain and one that 
all totalitarian movements fail to recognize. The 
old-fashioned moral and spiritual values are an 
important part of preventive medicine. 

For example: In these enlightened times every 
one knows that 90% of all syphilis and gonorrhea 


are the result of illicit sexual relations. It is there- 


fore within the power of the individual to avoid 
these infections. But modern notions seem to sug- 
gest that only the old-fashioned or puritanical today 
consider such self-discipline desirable. Instead, the 
medical profession is expected to provide prophy- 
laxis and quick cures which the public, through 
added taxes, is expected to pay for while the polit- 
ical or social agency that collects the taxes and 
promises the cure is exalted. 

How many physicians in this room, when afflicted 
with a head cold, go to bed for two days in order 
to prevent complications? If we do not do these 
things how can we expect them of the laity? 

This growing tendency to avoid personal respon- 
sibility provides fertile soil for “health insurance” 
propaganda. It is easy to believe that which we 
desire to be true. Psychologists speak of this as 
an escape mechanism. 

Medical care should, of course, be available to 
all who need and want it. We have no quarrel with 
that. But this will have little effect upon the gen- 
eral welfare of the public and will do little to 
reduce the number of rejectees in the next draft. 
When the streets are icy, chains on the car are de- 
sirable, but they are not a substitute for careful 
driving, nor will they prevent blowouts or engine 
trouble. Those who seek legislation to provide 
medical care in time of illness should not stoop to 
propaganda which promises the impossible, raises 
vain hopes, and gives a false sense of security. 
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When the thing has been tried and has failed, the 
people are going to realize that they have been mis- 
led. By that time those responsible will probably 
have faded into obscurity and the medical profes- 
sion will be left to shoulder the blame. 

But, come what may, the medical profession must 
carry on. We must continue to endeavor to increase 
our knowledge and to help the sick regardless of 
individual unworthiness and in spite of the inter- 
ference of well meaning but poorly informed groups 
or agencies. 

The fundamental foundation of our profession 
is integrity of mind and integrity of purpose. 


Paul Brodenich 
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OFFICERS ELECT FOR 1945 

At the annual meeting of the Society the follow- 
ing slate of officers was elected to serve the Society 
during 1945: President—Dr. William S. Gee, Jr., 
of West Warwick ; President-elect—Dr. James C. 
Krasnoff, of Providence; Vice President — Dr. 
Norman H. Fortier of Pawtucket ; Secretary—Dr. 
Charles F. McKivergan of Providence; Treas- 
urer—Dr. George Racicot of West Warwick; 
Editor—Dr. Arthur J. Johnston of Warren; Li- 
brarian-Curator—Dr. Paul E. Cote of Woonsocket. 

The Board of Trustees is now composed as fol- 
lows: Dr. Arthur M. Dring, of Newport; Dr. 
Archie Albert of Pawtucket; Dr. Maurice A. 
Denby of Warren; Dr. Donald C. Dove of Wes- 
terly; Dr. William A. Morinville of Pawtucket ; 
Dr. Donald D. Osborn of Providence; Dr. Simon 
Ozarin, now in military service; Dr. Armand Pi- 
card of Woonsocket ; and Dr. James Kershaw of 
West Warwick. 

THE ANNUAL MEETING 

In spite of the war restrictions the annual meet- 
ing may well be recorded as one of the best in recent 
years. The outstanding address of Dr. Glickman at 
the first assembly in which he presented such a 
forceful explanation of his theory that pyorrhea is 
not a local condition exclusively, and may be due to 
other physical disorders provoked much thought 
and discussion. 

The Wednesday program of outstanding clini- 
cians who covered a wide range of dental topics 
was climaxed in the evening by an excellent ad- 
dress on the socio-economic problems of dentistry 
by John E. Farrell, executive secretary of the R. I. 
Medical Society. At the conclusion of Mr. Farrell’s 
address the Society passed a resolution empowering 
the President to appoint a committee to study some 
of the issues raised by the medical society executive 
and to make recommendations to the Society for 
the improvement of dentistry’s programs in re- 
search, education, and extension of dental care. 


THE NEW PRESIDENT 
Dr. William S. Gee, Jr., President of the Society 
for 1945, was born in Cranston and educated in the 
public schools of West Warwick. A graduate of 
Lawrence Academy in Groton, Mass., he com- 


pleted his pre-dental schooling at R. I. State Col- 
lege. He was graduated from Tufts Dental School 
in 1929 and the same year started private practice 
in West Warwick in conjunction with his father. 
He was elected a member of the Board of Trustees 
of the Society in 1932, and he has held the various 
offices except that of Secretary. He is also a 
member of the New England Dental Society. 


A MESSAGE FROM THE SECRETARY 

In peacetime the duties of the secretary of the 
Rhode Island State Dental Society are not easy. 
Indeed, to enumerate and classify them requires 
nearly two pages in the printed manual of the So- 
ciety’s By-Laws. In wartime the duties are made 
more numerous and complex with the necessary 


creation of new temporary committees to study 


and act upon conditions and problems created by 
the war and with approximately one-quarter of the 
membership absent in military service at locations 
that are in a constant state of flux. 

It should not be surprising, therefore, to learn 
that during the past year more than 200 telephone 


communications on society business have been re- 
continued on next page 
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ceived by the secretary ; more than 200 letters have 
been received and answered ; and nearly 2,000 cir- 
cular communications have been sent out not in- 
cluding the preliminary announcements and the 
programs of the recent Annual Meeting which were 
circulated directly by the Clinic Committee. 

All this has meant, in spite of every effort to 
achieve complete accuracy, that there have been 
some errors of omission and commission. In some 
instances, notices of meetings have not been re- 
ceived ; in others, there has been a failure to receive 
issues of either the 4.D.A. Journal or the RHODE 
IsLAND MeEpIcAL JouRNAL. In all cases, the sec- 
retary has received the complaint with an under- 
standing and regret that have not been lessened 
by the frequent disclosure, on investigation, that 
the complaining member was himself the cause 
of the mistake. Members do forget to pay their 
dues, and members, particularly those in military 
service, do neglect to keep the secretary informed 
of changes in address! 

It is the aim and hope of the secretary to keep 
all addresses accurate and communications speedy 
during the coming year. So, if any member has not 
been receiving society communications he had a 
right to expect, or perhaps has not received each 
and every month his copy of the 4.D.A. Journal 
and the Ruope IsLAND MepIcaL JouRNAL, he is 
urged to notify the secretary of that fact NOW. 
A promise of immediate investigation and cor- 
rection is made, provided, of course, that the 
complaining member is in good standing with the 
treasurer’s department of the Society. 


PRACTICAL APPROACH TO A 
UNIVERSAL DENTAL PROBLEM 
continued from page 107 


In use, it is well to mix this cement a trifle softer 
than the normal mix as it sets quickly. 

Ina paper of this length it is obviously impossible 
to do more than touch the high spots of dental care 
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for children. As a business asset, the satisfied, 
properly cared for child has no equal. More im- 
portant still, you and I, and every other profes- 
sional man has an obligation to the public to serve 
them to the best of his ability. We only half dis- 
charge our obligation when we neglect children. 

Let us set the example to our returning conferees 
and help guide them into channels of good civilian 
practise. They will be returning at a time when all 
professions are going to be in a state of reorgani- 
zation. Let us lead rather than follow. By our 
very professional training we become skilled in- 
dividualists. We must learn to subdue our rugged 
individualism, to act together for the common good. 
Let us take a hint from industry, and plan now for a 
secure future. — 


CONSIDERATION OF ANTERIOR POLIOMYELITIS 
continued from page 93 
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Penicillin shatters old concepts and is rap- 
idly creating many new ones. This applies 
particularly to the treatment of empyema. 
It has been demonstrated that penicillin will 
usually sterilize the pleural exudate, pro- 
vided the infecting organism is penicillin 
sensitive. A significant number of patients 


with pneumococcic, streptococcic, and 


staphylococcic empyema were improved or 
recovered after repeated aspiration of the 


RHODE ISLAND MEDICAL JOURNAL 


FINE PHARMACEUTICALS SINCE 1886 
DO MORE THAN BEFORE... BUY MORE WAR BONDS 


pus and injection of penicillin. 

Constantly expanding activities on the 
part of the Upjohn research laboratories 
and manufacturing staff are devoted to 
keeping The Upjohn Company in the fore- 
front of penicillin developments. More and 
more penicillin is becoming available for 
civilian practice. 

Penicillin (Upjohn) is supplied in vials 
containing 100,000 Oxford units. 
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INDUSTRIAL HEALTH 
COMMITTEE ON INDUSTRIAL HEALTH 
. Charles L. Farrell, M.D., Chairman; Stanley Davies, M.D.; Arthur 
E. Martin, M.D., Elihu S. Wing, M.D., William P. Buffum, M.D. 


NURSING } IN _JSTRY 


We have previously stiggesté,_ industrial 
physicians and nurses make use of the “Standing 
Orders Prepared for Nurses in Industry” by the 
American Medical Association. We have offered a 
supply of them on request. For physicians inter- 
ested we can also refer them to “Sample Orders” 
prepared by a leading insurance company for both 
the plant nurse without direct medical supervision 
and also for use of a first-aider who is not a grad- 
uate nurse. Unfortunately, we have had no re- 
quests for them. This we believe to be an unhealthy 
sign. The Committee on Industrial Health feels 
that progress in Industrial Medicine is directly 
dependent upon the quality and thoroughness of 
the nursing care given to the workers in industry. 

In this state there are too many plants that have 
nurses without adequate medical supervision and, 
in many plants where a doctor is of the on-call type 
of physician he does not exercise or supervise the 
authority over the nurse nor does he lay down writ- 
ten instructions. This should be corrected. 


Every industrial plant that employs a nurse 
should have likewise the services of a physician to 
supervise the industrial medical establishment, to 
be responsible for the activities of the nurse, and 
to give her specific orders as to what to do in every 
emergency as well as her daily care of the patients. 

We know full well that nurses who are employed 
in industry in plants where no doctor is on call, and 
where no doctor makes regular visits, would wel- 
come specific standing orders. The Committee sug- 
gest that such nurses refer Management to this 


Committee for help in obtaining standing orders 


until such time as a physician can be engaged for 
plant supervision. 

The December issue of J/ndustrial Medicine, 
page 1030, carries the report of the Curtis-Wright 
Industrial Nurses Manual—Incorporating Medical 
Department Policy, Recognition of Common In- 
dustrial Conditions, and Standing Orders — by 
Stuart A. Good, M.D., who is Medical Director of 
the Curtis-Wright Corporation, Airplane Division, 
Buffalo, New York. 

Dr. Good’s report is excellent and should be 
thoroughly studied by every industrial nurse and 
physician. We hope that it will be made full use of. 
We commend it to our readers’ attention. 


THE FEEDING OF WORKERS 


Ever since rationing began, and war-time plants 
flourished, bringing an increase of workers in 
industry and a limitation of the food supply by 
ration points, the problem of feeding workers has 
been acute. 

Previously, workers could cross the street and 
go to a cafeteria or they could have pretty much of 
a choice of foods in the plant lunch room. Now, 
however, with rationing a great deal of care must 
be exercised in the preparation of menus and the 
use of commodities so that it behooves the indus- 
trial physician to see that the workers of his plant 
are properly and adequately fed. We are all fa- 
miliar with the “Starving in the Midst of Plenty” 
resulting in Avitaminosis because of an improper 
selection of foods in the diet. It is doubly impor- 
tant that industrial physicians check the source of 
food served the workers, that they make sure the 
food offered is properly prepared, and that the 
lunches and meals are well balanced. The best 
method for correcting the health habits of the 
workers is not to offer the right sort of food but 
rather to limit the choice of food to those that are 
beneficial to the employee. In other words, remove 
doughnuts, pastry, soda pop and supply only ce- 
reals, fruits, balanced¢specials, rolls and milk and 
thus limit the choice of the employees to what is 
good for them. 

If the plant is supplied by a concessionnaire it is 
well to check on the concessionnaire occasionally 
to be sure that the materials served are not mainly 
with an idea of profit but that they also have the 
employees kept in mind. 

Many firms have found it distinctly advantage- 
ous to take over the operation of the cafeteria 
themselves making it a division of the Personnel 
Department, hire in a good cook, a short order 
man, dish washer and waitresses. They have found 
that it is a money-saving proposition to the plant, 
that they can serve much more satisfactory meals 
and, if it is run on a non-profit basis, it is mutually 
advantageous to Management and Labor. Cafe- 
terias, of course, have the opportunity for serving 
completely balanced meals with a variety of foods 
and also provide an opportunity for relaxation. 
They are costly to operate compared to the lunch 
counter or the snack bar but we are sure they will 
pay dividends in the long run. 
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THE NEW RHODE ISLAND HOSPITAL 


T HE plans for a new and greater Rhode Island 
Hospital announced the first of the month call 
for the expansion of this present outstanding com- 
munity institution to become one of the finest 
equipped hospitals in the country. On the opposite 
page is reproduced the architects’ rendering of the 
new ten-story building which will be erected on the 
site of the present main building. This building 
alone will accommodate 620 patierits, and will house 
most modern laboratories and facilities. 

The planning of the new hospital from a doctor’s 
point of view is ideal, for the modern, basic style 
of a double cross will make possible more efficient 
administration of the hospital’s services as this ar- 
rangement affords a minimum of distance for traf- 
fic from service rooms to patients. 

The Clinics will be grouped together on the lower 
five floors of the southern wings with special ele- 
vators reserved for outpatient use. Thus complete 
provisions are made for clinics on Allergies, GU, 
Diabetes, Pediatrics, Surgical, Orthopedic, Tumor, 
eye, Ear, Nose and Throat, Dermatology, Medical 
and Dental. : 

The entire fourth, fifth, sixth, seventh and eighth 
floors show the most advanced and efficient arrange- 
ment of four-bed and one-bed units. The ninth 
floor is devoted exclusively to private patients, and 
the tenth floor is planned exclusively for surgery 
with fifteen operating rooms proposed. 


“Studies made by the Public Health Service, in 
cooperation with the American Hospital Associa- 
tion and other interested agencies, show that in the 
first ten years after the war there should be con- 
structed 166,000 beds in general hospitals; 196,000 
beds for mental hospitals, and 60,000 beds for 
tuberculosis institutions. The construction of small, 
well-equipped hospitals and health centers to serve 
rural communities is a particularly urgent need. 
These estimates take into account the new hospitals 
which must be built in areas having none or not 
enough; they include the replacement of obsolete 
institutions with modern buildings, as well as the 
expansion of well-equipped existing hospitals 
which are not now large enough.” 


By Dr. Thomas Parran, Surgeon General of 
the Public Health Service, Federal Security 
Agency, at the opening of the Health Institute 
of the United Automobile Workers, C.1.O., in 
Detroit, Michigan, January 18, 1945. 


As forcefully stated in the preliminary announce- 
ment of the plans for the hospital building fund, the. 
Rhode Island Hospital has anticipated community 
needs since its opening in 1868, and no catastrophe, 
no epidemic, no industrial or social cataclysm has 
found it unprepared ... The present ward build- 
ings ... are worn out in service to the community 
...a building that was revolutionary in 1868 now 
is outworn and outmoded. Qnly through creation 
of a new, closely articulated, modern hospital can 
the steady scientific advance in the care of the sick 
and the continuous social progress in safeguarding 
the well... march on without faltering . . . This 
greater hospital will continue its health protection 
of all elements.of the community. It will carry on its 
honorable tradition of professional education. It — 
will continue to explore new health frontiers and 
to add to the benefits of the past new techniques 
and discoveries daily emerging from world labora- 
tories...” 


The outstanding community support which has 
already assured Providence of a new and greater 
Miriam Hospital should be found equally enthusi- 
astic in the proposal for the re-building of Rhode 
Island Hospital. Success in both of these programs 
would answer in no small measure one of the most 
challenging problems of the day, and would assure 
to the people of our State hospital facilities the 
equal of any comparable area in the country. 


E. P. ANTHONY, INC. 


178 ANGELL STREET 
PROVIDENCE, R. I. 


RHODE ISLAND MEDICAL JOURNAL 


The details of this dramatic story 
were reported in daily newspapers 
on December 6, 1944—a tribute 
to the skill and ingenuity of the 
physicians in our Armed Forces. 
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DOCTORS AT WAR 


“FROM SOMEWHERE IN 


Germany 
W: received a lengthy letter from Major Himon 
Miller of Providence whose odessy rivals any 
that we have read. Starting from America in the 
Fall of 1942 Dr. Miller was in the African invasion 
making the landing in French Morocco. . . . Then 
came the engagements with the French Foreign 
Legion and the march north to Casablanca. . .°. En 
route to Oran an encampment on the Algerian bor- 
der was brightened when he discovered Dr. Guy 
Wells of Providence was the Lt. Colonel in charge 
of the station hospital there. . .. Then participation 
in the final pushes against Bizerte, and thence into 
the Sicilian campaign. ... A year later transfer to 
southern England where strenuous amphibious 
training was interrupted only by brief furloughs 
during which he met Dr. Hugh Kiene of Provi- 
dence, and missed seeing Dr. Joseph Smith of 
Providence, his cousin. . . . Classes in military 
neuropsychiatry prepared: him for his present post 
of psychiatrist with his Division. ... Then the Nor- 
mandy landing shortly after D-day, the break 
through, the race across France to the Belgian 
border, and thence into Holland and on to the bas- 
tion of the Nazis. ... A saga of historic combat 
that will warrant much amplification in some future 

day when peace again reigns. 

Belgium 
Captain John Keohane of Providence reports an 
interesting assignment, and also calls for copies of 
the JouRNAL which are now en route to him... . 
Major Joseph Kent, of Cranston, relates travels 
throughout the Western front area, and reports his 
present location is not far from that of Major Dick 
Haverly of Providence. ... And our mailbag brings 
us at the same time a lengthy letter from Doctor 
Haverly in which he gives us complete reports on 
his travels since his unit was activated on the Pacific 
Coast in 1942. First came the invasion of Attu in 


the Alaskan theater of operations, and then a year 
of service in that northern outpost . . . a short so- 
journ back in the States and then off again to the 
European theater where his travels have taken him 
into Scotland, England, Wales, France, Belgium, 
Holland and Germany. .. . Now with a Field Hos- 
pital on the Western Front. . . . Expresses hope 
that “the Society has gone on record as opposed to 
the socialization of medicine and that you are'taking 
whatever steps necessary to aid in the defeat of the 
bill as now presented to Congress. We fellows 
would like to feel that the practice of medicine will 
at least be similar to the practice we left to enter 
Service. Anything that you can do to further the 
idea of refresher courses for the doctors at the end 
of the war I know will be greatly appreciated”. 


France 

Lieut. Gustavo A. Motta, of Providence, reports 
from combat area in France where he is with a 
Clearing Company attached to the Third Army. He 
lists as among his duties “receiving the casualties 
as they are brought back from the front, from 
which we are usually 4 to 7 miles and sometimes 
closer. As the casualties are brought to us we sort 
out those that can be taken care of here and re- 
turned to duty, from those that have to be evac- 
uated further. We render only emergency treat- 
ment to these casualties and put them in condition 
for further evacuation. We have a Field Hospital 
attached to us to take care of the abdominal and 
chest injuries we see—many lives are being saved 
because of this and when the statistics finally come 
out we will find that the mortality from chest and 
abdominal wounds is going to be very low.” 


Italy 
From Col. Guy W. Wells, former Secretary of 
the Rhode Island Medical Society we have a report 
from the Italian front that “we are-operating as a 


general hospital and the maxillo-facial centre in 
continued on page 121 
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HOUSE OF DELEGATES 
of the 


RHODE ISLAND MEDICAL SOCIETY 
Report of Meeting Held on January 25, 1945 


WILLIAM P. BUFFUM, M.D., Secretary 


A ome of the House of Delegates of the 
Rhode Island Medical Society was held at the 
Medical Library on Thursday, January 25, 1945. 

The Secretary ‘read a communication from the 
Commander in charge of Naval Officer Procure- 
ment of the First Naval District relative to the en- 
listment of doctors for service with the Navy. The 
Secretary reported that this communication would 
be published in the February issue of the MEDICAL 
JOURNAL. 

The Secretary read the action of the House at its 
special meeting in December relative to the forma- 
tion of a special committee of eleven members, six 
of whom should be members of the Society, and the 
remaining five non-medical members, to complete a 
study of the advisability of a voluntary prepaid sur- 
gical insurance plan. 

The House proceeded to elect as its representa- 
tives on this new Committee the following: 

HERMAN C. Pitts, M.p., of Providence 
ARTHUR E. Martin, M.D., of Providence 
Lro V. ConLon, M.p., of Woonsocket 

G. RayMonND Fox, M.p., of Pawtucket 
SAMUEL ADELSON, M.D., of Newport 
HartrorD P, GONGAWARE, M.D., of Westerly. 

A motion was made, seconded and adopted that 
this Committee be a temporary one to study and to 
draw up, if advisable, a plan for voluntary prepaid 
surgical insurance, and that the previous action of 
the House in proposing terms of office for the mem- 
bers of the committee be rescinded. 

It was moved that if any of the Committee are 
unable to accept the position, or resign, the Presi- 
dent shall be empowered to appoint a member of 
the Society to fill the vacancy. 

Dr. Herman C. Pitts, chairman of the Committee 
on Medical Economics, and also of the Advisory 
Committee to the Unemployment Compensation 
Board which administers the Cash Sickness pro- 
gram, opened the discussion of the medical phases 
of the act and its operation. A complete report of 
a study of the problem was carefully analyzed by 
the House, and after lengthy discussion which re- 
sulted in amendments to the report, the amended 
report was adopted. (See page 135). 


The House then moved that the Society’s Ad- 
visory Committee to the Unemployment Compen- 
sation Board present the changes adopted relative 
to the cash sickness program physicians’ certifying 
forms and the recommendation regarding compli- 
cations arising during pregnancy as changes re- 
quired by the Rhode Island Medical Society 
through its House of Delegates in order to obtain 
the continued cooperation of the Society in the 
operation of the program; and further, that the 
Committee present the recommendation adopted by 
the House regarding the definition of sickness with 
the request for its serious consideration by the Un- 
employment Compensation Board. 

The President briefly discussed the problem of 
the recruiting of nurses for the armed forces. 
The House adjourned its session at 11:30 p.m. 


REMOVAL NOTICE 


Physicians Laboratory 
Setvice 


IS NOW LOCATED AT 


32 Reservoir Avenue 


Providence 7, R. I. 
(near junction of Elmwood Avenue) 


Telephone Williams 4464 


E. EARLE, Director 
B. D. HALL, Assistant Director 


Established 1935 
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“FROM SOMEWHERE IN ITALY” 
continued from page 11) 


addition. . . . For the most part this year (1944) 
has been a busy one for me. I’ve been fortunate in 
having an excellent staff so that my responsibilities 
are very greatly shared by others. . . . 1 want you to 
know that I’ve followed the R. I. Medical Society 
through the JouRNAL with a lot of interest... . I 
cannot end without expressing a word of apprecia- 
tion and thanks for the way the doctors and the 
Medical Society at home have worked and sup- 
ported us over here. It may seem like ‘love’s labor 
lost’, at times, but it does mean a lot to the men 
overseas.” 


England 

An extremely interesting and lengthy report 
from Lt. Albert Gaudet, of Pawtucket, now sta- 
tioned in England, tells of his early training for 
overseas military duty as assistant battalion surgeon 
with an Armored Division in Tennessee and Louis- 
iana, then a convoyed trip over the Atlantic high- 
lighted by the experience of performing an acute 
appendectomy while the ship rolled and tossed to 
make the operation more difficult. The present lo- 
cation, he reports, “we all feel is a very temporary 
one and undoubtedly sooner or later we will get 
over where the action is.” 


North Burma 


Colonel Herman A. Lawson, former Secretary 
of the Providence Medical Association, and now 
heading the Rhode Island Hospital Evacuation 
Hospital, reports “we have a splendid site and a 
new hospital that is commodious, convenient and 
attractive. Our personnel are agreed that this is 
the best location we have had since overseas. We 
are pleasantly situated in a grove of great, tall teak- 
wood trees which form a lovely, lofty green canopy 
overhead, and which must provide a grateful shade 
in the hot season. We are situated on a river bank, 
and a view of the green hills and distant purple 
mountain peaks forms a panorama of great beauty 
which is a constant source of delight. . . . The 
weather is cool and delightful, a most welcome 
change from the oppressive heat of the summer 
season. 


“We are all very busy and well, taking care of 
American as well as Chinese patients. So far fif- 
teen officers have been named to return to the 
United States in February and March under the 
rotation plan. I regret that I am not among them, 
but I hope to be so designated in April or May. ... 
Ist Lt. Marion Gillis has been chosen as typical 
nurse of CBI Theater. ... The R. I. Mepicat 
Journat is splendid and we are always delighted 


to receive it.” 
continued on page 129 
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BOOK REVIEW 
MEDICAL USES OF SOAP. Edited by Morris 
Fishbein, M.D., J. B. Lippincott Co. 

This is an exceedingly interesting and instruc- 
tive book. It consists of a series of articles by per- 
sons whose positions show them to be authoritative ; 
most of them connected with outstanding hospitals 
and medical schools. 

It is symptomatic of the trend of the times that 
such a book should be produced. For the century 
or so that soap has been much used most people 
have considered: only its cosmetic and “polite” 
value. But nearly forty years ago Charles Harring- 
ton, the famous hygienist of Harvard Medical 
School, said it was one of the best antiseptics. As 
the writers of this book show, soap chiefly destroys 
disease germs by softening, emulsifying and re- 
moving the dirt and grease lying on the skin and 
in its crypts along with the desquamated outer 
layers of the skin. This of necessity takes most of 
the germs also. However it has an actual germicidal 
effect on most but not all of the pathogenic bacteria. 

The first article by two scientists connected with 
one of the great soap concerns is on the technology. 
Starting with the essential fact that a soap is a 
salt of a fatty acid they show that only certain 
water-soluble soaps are used commercially, for 
actually the water does the cleansing. 

Among the many substances put into soap ap- 
parently about the only useful ones are abrasives 
and the alkaline “builders” such as borax and 
sodium bicarbonate which make the laundry soaps 
more efficient but also rougher in their action. The 
normal skin is said to be covered with an “acid 
mantle” and hence the popular fear of too much 
alkali in soap is apparently justified. It is an inter- 
esting point that a mixture of soap and such stuffs 
as carbolic acid are less antiseptic than either sub- 
stance by itself. 

It is stated that “experience indicates that even 
the best of liquid soaps are not as satisfactory as 
an ably formulated powdered cleanser”. Also 
emphasized is the increased efficacy of hot water, 
this merely confirming the impression which most 
of us already had. 

The different writers go into many details, even 
telling us how to shave, shampoo and wash our 
hands. But it is surprising how few people under- 
stand these simple things. Observation will show 
that the average person rinses off the soap as fast 
as it is got on the hands. To get results a good 
lather should be accumulated and well rubbed into 
the skin before being rinsed off with plenty of 
water. There are chapters on shaving, care of the 
hair, washing in industrial plants and the use of 
soap in various diseases. 

Possibly all this sounds trite but actually the 
book is good reading and packed with valuable 
facts. 


123 


39% INCREASE DURING PAST 
YEAR IN PRESCRIPTIONS FOR 


SPENCER SUPPORTS | 


To Aid Treatment of 


LOW-BACK PAIN 


An evereincreasing 
number of doctors 
are discovering the 
efficiency of Spencer 
Supports designed in- 
dividually for patients 
with low-back pain. 


This is because each 
Spencer Support is 
especially designed 
for the patient to at- 
tain the specific re- 
sult the doctor de- 
sires. 


When Doctor Desires 
to Inhibit Movement 
of a Part 


a Spencer is created 
to immobilize the 
part — and also im- 
Spencer Spinal Support de- prove posture. There- 
signed for this woman to in lies the value of 
sap individually designed 
supports as compared to ordinary supports. 


The degree of firmness in any Spencer Sup- 
port is governed by the doctor. When rigid 
support is desired, > spe is provided. Spen- 
cer Supports to provide rigidity are often used 
instead of a brace because they efficiently ac- 
complish the purpose and provide comfort 
and satisfaction to the patient. 


Spencer Supports are never sold in stores. For a Spencer 
Specialist, look in telephone book under Spencer corse- 


tiere or write direct to us, 
INDIVIDUALLY 


SP EN CE DESIGNED 
Abdominal, Back and Breast Supports 


SPENCER INCORPORATED, 

129 Derby Ave., New Haven 7, Conn, 

In Canada: Rock Island, Quebec. 

In England: Spencer (Banbury) Ltd., Banbury, Oxon. 


Please send booklet, “How. Spencer Supports 
Aid the Doctor's Treatment.” 


4 
May We 
Send You 
Booklet? 


unchanged 
“despite the 


you can til prescribe —and 
oan obtain 


white’s cod liver oil ‘concentrate 
... drop dosage for infants; tablets for youngsters and. adults; “€ap su 
larger dosage, or wherever capsule medication i is. 


plain oil, while the price to White’ 's Cod Lives Oil has been 
maintained at its established economy level. Prophylactic antirachitic dosage for 
infants STILL costs less than a penny a day, Couneil accepted; ethically promoted. 
White Laboratories, Inc., Newark J | 


ACCEPTED 


ERE 


= —the natural vitami 
-—the natural vitamins of 
time-honored cod liver oil wself, iw the three pleasant: 
he 
\ 
espite its advantages in potency, stability, 
White’s Cod Liver Oil C 
oncentrate has always compared favorably with that of plain 
¥ 
AN 
j 


DISTRICT SOCIETY MEETINGS 


DISTRICT SOCIETY MEETINGS 


PROVIDENCE MEDICAL ASSOCIATION 


The 98th Annual meeting of the Providence 
Medical Association was held at the Medical 
Library, Providence, on Monday, January 8, 1945. 
The meeting was called to order by President 
Albert H. Jackvony at 8:40 p. m. 

The President announced that the reading of 
the minutes of the previous meeting would be 
omitted, unless there was a request for the reading. 

Dr. Frank W. Dimmitt, Secretary, presented 
his annual report which was adopted and placed 
on file. 

Dr. Herbert E. Harris, Treasurer, presented his 
annual report which was accepted and placed on 
file. 

The Secretary reported that the Executive Com- 
mittee had prepared a slate of officers to present 
to the Association in accordance with the regula- 
tions of the By-Laws. The slate as nominated by 
the Committee is as follows: 


Office 

B. Ear CLARKE, M.D. 
Paut C. Cook, M.D. 
FRANK W. DIMMITT, M.D. 
Hersert E. Harris, M.D. 


President 
Vice President 
Secretary 
Treasurer 
Executive Committee HJ 
LBERT H. JACKVONY, M.D. 

for 5 year ter Gzorce W. WATERMAN, M.D. 
Councillor to R. I. 

Medical Society 2 yr. term 
Trustee of R.1. 

Medical Library Nites WESTCOTT, M.D. 


Delegates to House of Delegates 
of R.I. Medical Society 


Robert H. Whitmarsh, M.p. Emery M. Porter, M.p. 
Joseph L. Belliotti, M.p. Henry E. Utter, M.p. 
George W. Waterman, M.p. Antonio D’Angelo, M.p. 
Frank W. Dimmitt, M.D. George W. Davis, M.D. 
Louis A. Sage, M.D. Kalei K. Gregory, M.D. 
Gordon J. McCurdy, M.p. Edward V. Famiglietti, o.p. 
_Edward S. Cameron, M.p. Peter F. Harrington, M.p. 
Bertram H. Buxton, M.p. Frank I. Matteo, M.p. 
Harmond P. B. Jordan, m.p. E. Wade Bishop, M.p. 
Harold G. Calder, m.p. G. Edward Crane, M.p. 
Anthony V. Migliaccio, M.p. Arthur E. Martin, M.p. 

A. Henry Fox, M.D. Charles L. Southey, M.p. 
Arcadie: Giura, M.D. Albert H. Jackvony, M.p. 
Alex M. Burgess, M.D. B. Earl Clarke, M.p. 


A motion was made, seconded and adopted that 
the report of the Committee be received. 

Dr. Albert H. Jackvony presented his presiden- 
tial address, speaking to the topic “What of the 
Doctor-Veteran”. He outlined the various prob- 


Emery M. Porter, M.D. 


lems facing the doctor returning to civilian prac- 
tice after a term of military service, and he con- 
cluded with the recommendation that the Associa- 
tion consider the formation of a War Veterans 
Committee which would have as its purpose the 
extension of every possible aid to enable doctors 
of the Association to re-establish themselves in 
private practice. 

After making his address, Dr. Jackvony placed 
in nomination the name of Dr. B. Earl Clarke as 
President of the Association for 1945. The nom- 
ination was seconded by Dr. Peter Pineo Chase, 
and was unanimously adopted by the membership. 
Dr. Jackvony appointed Dr. George W. Waterman 
and Dr. C. E. Schradieck to escort Dr. Clarke to 
the rostrum. 

After expressing appreciation of the honor 
bestowed upon him, Dr. Clarke outlined what he 
believed the true purposes of a medical association, 
and he called for active participation in the scien- 
tific meetings, and also asked for approval of the 
appointment of a committee to make a study of 
air pollution in the City of Providence in an effort 
to control this health hazard. 


continued on page 127 


B. Eart CLARKE, M.D. 
President, Providence Medical Association 
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Unproductive cough causes increased bronchial irritation which in turn leads to focal inflamma- 
tion—more cough—and more irritation. To break this vicious circle promptly and effectively many 
physicians depend on Citro-Thiocol ‘Roche.’ This efficient remedy, by virtue of its therapeutically 
balanced formula, facilitates expectoration, liquefies tenacious phlegm, controls the cough reflex, and 
relieves annoying “throat tickle.” In addition to its effectiveness in the control of even the most 
stubborn cough, Citro-Thiocol is pleasant-tasting and appealing in appearance. Supplied in 4-ounce, 
|-pint, and 1-gallon bottles . . . HOFFMANN-LA ROCHE, INC. ROCHE PARK NUTLEY, N. J. 
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FEBRUARY, 1945 
DISTRICT SOCIETY MEETINGS 
continued from page 125 

Upon the conclusion of his address, Dr. Clarke 
called for the nomination of a vice president. Dr. 
William M. Muncy moved that the Secretary be 
empowered to cast a ballot electing all the officers 
proposed by the nominating committee. The mo- 
tion was seconded and unanimously adopted, and 
the slate of officers for 1945 was declared elected 
by the Secretary. 

The President announced the personnel of the 
Committees for the Association to serve during 
1945, and he stated the list would be published in 
the MepicaL JouRNAL together with reports filed 
by various committees active during 1944. 

The Secretary reported that the committee of 
Drs. William M. Muncy and Robert H. Whitmarsh 
had prepared the Association’s tribute to the late 
Dr. Robert S. Phillips and had filed a copy with 
him for the official records. 

The Secretary reported that the Executive Com- 
mittee recommended for election to active mem- 
bership in the Association the following : 

Lieut. John T. Barrett, MC 
Capt. Frank C. Jadosz, MC 
William B. O’Brien, M.D. 
Lieut. Linus A. Sheehan, MC 


Dr. William M. Muncy moved the unanimous 
election of these doctors. The motion was seconded 
and passed. 

The Secretary reported that the Executive Com- 
mittee recommended as follows: 

That the Association appropriate $540 for the 
use of the Library building, $500 for the purchase 
of Journals and for the binding of Journals, and 
$2390 for. the services of the Librarian and for 
the operation of the executive office during 1945. 

That the annual assessment for active members 
in 1945, exclusive of members serving with the 
armed forces, be $15. 

Dr. John C. Ham moved that the recommenda- 
tions of the Executive Committee be adopted. The 
motion was seconded and passed. 

Dr. Peter Pineo Chase moved that the President 
be empowered to appoint a committee of the Asso- 
ciation to study the problem of air pollution in the 
city of Providence. The motion was seconded and 
unanimously passed. 

Dr. Clarke called the attention of the members 
to the joint meeting scheduled for February 5 
with the State Medical Society, and he reported on 
the program as planned for this meeting. 

Prior to calling Dr. Jackvony to the rostrum to 
introduce the guest speaker of the evening, Dr. 
Clarke directed attention to the addition to the 
Library auditorium of a silk flag of the State, 
together with an appropriate standard, which he 
Stated were the gifts of the retiring President. 
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Dr. Jackvony introduced Dr. Mario A. Castallo 
of Philadelphia who spoke on the subject “Man- 
agement of Vaginal Bleeding”. The subject was 
discussed from the standpoint of the author’s prac- 
tice and teaching at the Jefferson Medical School. 
Dr. Castallo emphasized the value of the complete 
history and physical examination, and particularly 
of the endocrinological examination, stating that 
the powerful hormones of the ovary and pituitary 
glands should not be used without knowledge of 
endocrine, blood and urine levels. Psychological 
preparation of the adolescent girl for puberty was 
stressed. The subjects of primary dysmenorrhea, 
endometriosis, bleeding at puberty and menopause 
and treatment with hormones and radiation were 
covered. Dr. Castallo spoke encouragingly of the 
use of testosterone proprionate in the treatment 
of simple cysts of the ovary and of Stilbestrol in 
the treatment of senile vaginitis. The use of pan- 
hysterectomy in dealing with fibroid tumors and 
with fibrosis uteri was said by him to be achieving 
greater popularity. 

In the therapy of the bleeding of early pregnancy, 
threatened and habitual abortion, the use of large 
doses of synthetic Vitamin E and progestin 10 
mgm daily was advocated. 

Dr. Castallo spoke of the treatment of other ob- 
stetrical complications and stated that continuous 
caudal anesthesia was valuable but needed the 
constant presence of an attendant skilled in its use 
as there were still some great difficulties and dan- 
gers to be guarded against. 

In the short time at his disposal, Dr. Castallo 
did a good job and his paper was enjoyed by all. 

The meeting adjourned at 10:40 p. m. 

Collation was served. 

Attendance 94. 


Frank W. M.D., Secretary 


PAWTUCKET MEDICAL ASSOCIATION 


The regular monthly meeting of the Pawtucket 
Medical Association was called to order by Presi- 
dent Trainor on Thursday, January 18th, in the 
Nurses’ Auditorium of the Memorial Hospital. 

The minutes of the previous meeting were read 
and accepted. 

A communication from the Pawtucket Lodge of 
Elks was read thanking the Association for the 
donation of one hundred dollars towards the annual 
minstrel show being held for the benefit of the 
Memorial Hospital and the Notre Dame Hospital. 

Dr. Fox moved that the Medical Society go on 
record as approving the drive for funds for post- 
war construction to the Memorial Hospital build- 
ings. It was seconded and passed. 

Dr. Trainor presented the speaker, Gordon J. 


McCurdy, M.D., who spoke on “Allergy and Hista- 
continued on page 129 
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DISTRICT SOCIETY MEETINGS 
continued from page 127 

mine Therapy”, illustrating his talk with demon- 
strations under the microscope. 

The talk was well received and was followed by 
a discussion of various phases and of various 
therapies. 

The meeting adjourned at 1:30 p.m. 

Respectfully submitted, 

Ww. N. Katcounos, M.D. 


WOONSOCKET MEDICAL SOCIETY 

A meeting of the Woonsocket Medical Society 
was held at the St. James Hotel on November 16, 
1944. The meeting was called to order by Dr. 
Guyon G. Dupre at 9:15 p.m. 

The Secretary read the minutes of the previous 

meeting which were accepted as read and placed on 
file. 
’ Dr. F. J. King, representing the Society and also 
the staff of the Woonsocket hospital, reported on 
the recommendations made for improved medical 
education at a meeting of the Committee on Univer- 
sity, Hospital and Medical Society Relations of 
the State Medical Society held at Providence. 

A communication from the Manufacturer’s As- 
sociation was read and discussed. The Secretary 
was instructed to answer for the Society. 

The nominating committee of Drs. Henri E. 
Gauthier, Francis J. King, and Auray Fontaine 
submitted the following slate of officers to serve 
during 1945: 

H. Lorenzo Emipy, M.p., President 
JoserH W. REILLY, M.D., Vice President 
Ricuarp H. Dow Lina, M.D., Treasurer 
Paut E. BoucHeEr, M.D., Secretary 

EK. L. TreMBLay, M.D., GEORGE A. CREPEAU, 
M.p., and JosEPH _B. McKENNA, M.D., Censors 

Victor H. Monti, M.p., Councillor to State 
Medical Society 

Guyon G. Dupre, M.v., Delegate to the State 
Medical Society 

The proposed slate was unanimously adopted, 
and the officers named were elected to serve for 
1945. 

In answer to a communication from the Woon- 
socket Post-War Planning Commission, the Soci- 
ety named its new president, Dr. H. L. Emidy, to 
be its representative at the meetings to be held by 
the Commission. 

A motion was made, seconded and passed that 
the Society send an appropriate gift to Dr. J. V. 
O’Connor to hasten his recovery from his illness. 

The Society voted to elect Dr, A. B. Caron to 
active membership. 

The meeting adjourned at 10:30 p.m., after 
which a buffet supper was served. 


Paut E. Boucuer, M.p., Secretary 


H. Lorenzo Emipy, M.D. 
President, Woonsocket Medical Society 


DOCTORS AT WAR 
continued from page 121 


China 


From a far China outpost Captain Louis D. 
Lippitt, of Providence, reports “the JouRNAL has 
reached me from time to time. My address from 
this time on is problematical. Just now I am in the 

Station Hospital . . .as a patient. It is 
merely a matter of securing transportation out of 
China and then I'll be on my way home because of 
a raised blood pressure. .. .” 


India 


From India, a land that has close associations 
with us now since the assignment of the 48th Evac- 
uation Unit there, Lt. Col. Eric A. Stone, of Provi- 
dence, reports that “in July (1944) I was placed on 
special duty of a staff nature in Burma. In Septem- 
ber I was called back to India, transferred out of 
the 48th Evacuation Hospital and given the job of 
organizing this reconditioning and rehabilitation 
center, the first one of its type in the Army as its 
designation implies (1st Convalescent Camp, APO 
689, c/o Postmaster, New York)... . Iam its com- 
manding officer. . .. Despite my change in address 
the 48th has been forwarding the JourNAL which 
I read with interest every month and appreciate its 
ever growing stature. . .. The Society has done a 
great job in keeping in touch with its far-flung 
members, and you can be sure they appreciate the 
interest and the difficult problems and fine work of 
their colleagues at home.” 
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CORRECTION OF SPEECH AND READING DIFFICULTIES 


CORRECTION OF SPEECH AND 
READING DIFFICULTIES 
continued from page 97 

1939, by his final plastic operation on the lip, palate, 
and unerupted teeth. Thus, over a seven year pe- 
riod, this youngster, most of the time badly dis- 
figured, was having frequent hospital admissions 
to reconstruct his palate and lip. The end result, 
surgically speaking, was excellent. He was not 
referred to the Speech Clinic until June, 1941, at 
which time it was noticed that there were a good 
many consonant sounds, particularly g, k, s, sh, and 
th, which he could not pronounce at all, and his 
speech was very hypernasal. His hearing proved 
to be excellent and his intelligence good. Speech 
drills were instituted. After six months of work, 
it was possible to say this patient’s pronunciation 
was not incorrect so much through his defect as 
through his lack of sound discrimination and cor- 
rect use of his new palatal equipment. When his 
attention was called to certain sounds, he would 
reproduce them correctly but the habit gained 
through speech over a number of years with im- 
proper equipment persisted. Further training was 
necessary and it was not until April, 1942, that it 
was possible to say that his speech showed great 
improvement. He showed a coincident change in 
personality, becoming very friendly and coopera- 
tive. He was proud of his success in oral reading 
at school, and as a result of adequate treatment, 


began to succeed in many directions. 


v 

Children and Adults who Lose the Power to 
Speak, Read atid Understand. This, of course, is 
the group of patiénts who become aphasic as a re- 
sult of brain pathology. This, again, is a large 
subject which cannot be adequately covered here. 
It is important that the individual who loses some 
of the language functions should have an accurate 
evaluation of retained abilities, both from the point 
of view of localization of brain pathology and from 
the point of view of treatment. Too often these 
aphasic patients are dismissed as irreparably dam- 
aged. It is true that some are, but it is more impor- 
tant to bear in mind that many need not be, and that 
intelligent treatment, designed to encourage and 
utilize retained motor power and to restore at least 
temporarily disturbed language functions, is of 
great value. Work in this field requires tremendous 
patience and great knowledge and experience on the 
part of the therapist. It is time-consuming ‘but 
often correspondingly rewarding. 


VI 
Children Who Have Difficulty Learning to Read, 
Write and Spell. Much is written nowadays about 
reading disabilities. Much is said that is thoroughly 
unscientific. The term is loosely used by some to 
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refer to any child who does not read well, whether 
due to poor vision, retarded intelligence, or any 
other defect. I use the term here as designating 
those children who, in spite of good vision, hearing 
and intelligence, fail to learn to read and spell 
under the exposure which is adequate for the aver- 
age youngster. There is a specific disability which 
usually shows reading to be disproportionately poor 
in comparison to mathematics. There is a tendency 
to be confused between similar letter patterns such 
as b-d, p, q and g, and to confuse the order of let- 
ters in syllables and words. Some times the term 
mirror reading and writing is used as a graphic 
expression of what these strephosymbolic children 
do when they read God for dog and was for saw. - 
In my experience, emotional disturbances and 
laziness, so often blamed as the cause of reading 
disabilities, will not cause these types of errors 
and failure. The family history is similar to that 
seen in Groups I and II in this paper, and it is 
of interest that in families where there is left- 
handedness, we are apt to run into delayed speech 
in children, stuttering, and reading disabilities. 
Apparently we deal with a syndrome of poor lan- 
guage proficiency on an hereditary basis. The de- 
gree of the reading disability varies from child to 
child—hence treatment must be individualized in 
all but the mildest cases. For these children, I 
feel certain that instruction in reading should be 
postponed as long as is possible and it is not to 
their advantage that reading should be attempted 
in the fifth year of life. In fact, if the first grade 
can be put off even after the sixth birthday, it is 
helpful since fewer confusions seem to occur with 
this sort of postponement of reading. Where 
a reading disability exists, there is no question in 
my mind but that the child must be taught individ- 
ual letters, their kinesthetic patterns, their names 
and their sound values. In other words, an inten- 
sive phonetic approach is indicated. Words are 
composed of letters; letters are symbols having a 
sound value, and this association must be estab- 
lished in the mind of the child with a specific read- 
ing disability if he is to succeed at all. There are no 
doubt many children in the average class who learn 
to read easily and without much instruction. They 
probably will be rapid readers and cause no trouble 
to the teacher, but it is that group which has dif- 
ficulty learning to read that requires the school’s 
attention. Reading methods of late have been 
geared for the quick reading group and too little 
attention paid to those who really need expert 
instruction. A well-trained remedial teacher, un- 
derstanding the problem as one in which her pupil 
has difficulty in recognizing the letters and asso- 
ciating the correct sound symbols with the visual 
symbols, can help her children if she knows how, 


by combining auditory, visual and kinesthetic in- 
continued on:next page 
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struction. The type of instruction varies with the 
degree of disability and with the stage at which the 
disability is met. In other words, one would not 
try to overcome a reading disability in the second 
grade with the same techniques applicable to a 
child in the eighth grade. Recognition of reading 
disabilities as an hereditary linguistic handicap re- 
quiring expert instruction is necessary for the cor- 
rection of these disabilities. 

The following is a typical and rather pathetic 
example of this type of case inadequately han- 
dled 

A boy of 13 years in the middle of the sixth grade 
in a local day school was seen because he was in 
the last year in an elementary school and the school 


authorities felt he was unable to go on to a seventh _ 


grade in another school. The parents had had no 
warning of this, and they were rather suddenly 
told that their son could hardly read and spell, 
certainly not nearly up to a sixth grade level. The 
principal of the school said that the child had al- 
ways been a good boy, had never created any dis- 
turbance, but somehow failed to master reading. 
Each year she had passed him along with his class 
because he seemed to be a bright and intelligent 
boy and she felt he should keep up with his con- 
temporaries. Each year she hoped he would catch 
on to reading and each year she had been disap- 


pointed and now she realized she could not recom- 


mend him for admission to another school. 

Investigation of the family history revealed the 
maternal grandfather was left-handed. The patient 
was right-handed and has one right-handed and one 
ambidextrous sibling. 

The physical development had been uneventful 
—apparently normal. 

A careful check-up by scholastic achievement 
tests showed that this boy’s performance in arith- 
metic was at a ninth grade level. Difficult reading 
was between a fifth and third grade level while 
spelling was at a fifth grade level. A psychometric 
examination showed him to have good intelligence. 


Conclusion 


I have described a number of different types of 
cases frequently seen in a large language clinic. 
In some cases there are organic defects, congenital 
or acquired, conditioning language. In other cases, 
there is little native ability to master language in 
speech or in reading. This lack of ability is often 
a specific lack and quite independent of other 
abilities which may be summed up as intelligence. 
We see, therefore, poor language performance in 
the presence of good intelligence, a combination 
challenging to the good diagnostician and teacher 
alike. If the lay press and the journals of edu- 
cation offer a true reflection of events, we must 
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conclude that reading and speech problems a:e 
greatly on the increase! Can it be that we are ra.s- 
ing a generation of the language handicapped? It 
may be'so, yet I doubt that we have suddenly lost 
an ability to acquire linguistic skills which our fore- 
fathers had. Rather it would seem to me, we have 
failed to teach adequately for the attainment of 
proficiency. 

Adequate teaching must presuppose accurate rec- 
ognition of causes of deficiency, the correction of 
defects wherever possible, followed by appropriate 
training. Growth and development in the language 
field, do not take place of their own accord, but 
they do take place in response to suitable treat- 
ment. 


Some Observations on Language Problems 

Language may be defined as “a means, vocal or 
other, of expressing or communicating feeling or 
thought”, also “the body of words and methods of 
combining words used and understood by a con- 
siderable community”—‘“a tongue”.* 

We have developed a large body of symbolic 
representations of our feelings that we recognize 
as our language, the feelings are individual, their 
formulation and expression are by means of gen- 
erally accepted symbols. Indeed, some hold that 
thought is only possible in the medium of lan- 
guage, and it is safe to say that most of it does so 
occur, 

Add to this the fact that language is an impor- 
tant aspect of personality, and that its good or poor 
performance greatly influence personality, we see 
that this problem under discussion has vast ramifi- 
cations which we do not clearly understand, but of 
the existence of which we must be aware, to treat 
adequately. 

We also see that the language process, which is 
of such fundamental importance to the individual, 
necessitates the adjustment of our feelings to our 
ability to translate them into generally accepted 
symbols. This is something we learn to do; it 
involves the learning process, and our ability to 
learn varies tremendously between individuals. 
Moreover, the language process uses for its sym- 
bolic expression a variey of organs and may be 
conditioned by their functioning in health and dis- 
ease. 

Ina large clinic devoted to study, prevention and 
cure of language problems, cases present themselves 
in well defined groups. 


*Webster’s Collegiate Dictionary —G. & C. Merriam Co. 
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MEDICAL AMENDMENTS TO SICKNESS ACT 


(Report of study of medical phases of the R. I. Cash Sickness Compensation Act as 
adopted by the House of Delegates of the Rhode Island Medical Society, January 25, 1945.) 


With the adoption of the following report on the 
medical phases of the R. I. Cash Sickness Compensa- 
tion program the House of Delegates of the Society 
instructed the Society’s Advisory Committee to the 
Unemployment Compensation Board to present the 
changes in the certifying forms and the recommen- 
dation regarding complications durin 
nancy as changes required by the Rhode Island Medi- 
cal Society through its House of Delegates in order 
to obtain the continued cooperation of the Society 
in the operation of the act. The House of Delegates 
also requested that the Committee present the recom- 
mendation noted below regarding the definition of 
“sickness” with the request for its serious consid- 
eration by the Unemployment Compensation Board. 

THE EDITORS 


Definition of Sickness 
HEN the Rhode Island Cash Sickness Com- 
pensation Act was passed by the General As- 
sembly the definition of Sickness was stated as 
follows: 
“(13) Sickness. An individual shall be deemed to 
be sick in any week in which, because of his physical 
or mental condition, he is unable to perform any 
services for wages.” 

The following year (1943) the act was amended 
by the addition of the following proviso to the above 
definition : 

’ “PROVIDED, however, that an individual shall be 
deemed to be sick in any week when such sickness 
prevents him from being able to perform his regular 
services, even though such employee is paid his reg- 
ular wages or parts thereof by his employer for such 
absence due to sickness.” 


COMMENT: 

By the amendment the act presents a conflicting 
statement, for in the first instance it requires that 
the claimant be “unable to perform any services for 
wages”, and then it stipulates that the claimant be 
unable “to perform his regular services.” 

As stated by Governor McGrath in his address 
to the General Assembly (January 2, 1945), the 
Rhode Island Cash Sickness Act “was conceived 
to give some financial aid to a worker deprived of 
income because of illness.” The act is one of pro- 
vision of assistance for temporary disability and it 
should not be construed in any manner, of defini- 
tion or otherwise, as a program of total or per- 
manent disability. 

The basic definition of sickness or disability 
should be clarified so that it will be clearly under- 
stood that the temporary disability provided for by 
the program is with respect to any period in which 
the individual by reason of illness or injury is un- 
able to work at his last, accustomed, or reasonably 
sinlar occupation. 


Whether an individual is to be paid wages by his 
employer, in whole or in part, while at the same 
time receiving temporary disability compensation 
under this program, is a matter aside from the med- 
ical phase of the definition that is not incorporated 
in this report. With this thought in mind the fol- 
lowing definition is proposed as an answer to the 
problem from the viewpoint of the certifying phy- 
sician who is concerned fundamentally with his task 
of attesting to the disability of his patient, the indi- 
vidual who may claim benefits under this program: 


“(13) SICKNESS or DISABILITY. An individual 
shall be deemed to be sick or disabled in any week 
in which, by reason of illness or injury he is unable 
to work at his last, accustomed, or reasonably similar 


occupation, .. . 
COMMENT: 

The above definition should properly be titled 
“Disability”, but the combination of “Sickness” 
and “Disability” is used to eliminate .the necessity 
of amending the use of the word “sickness” 
throughout the Act as now written. 

The expression “physical or mental condition” 
as used in the present law is vague. It is clarified 
by stating definitely “by reason of illness or injury” 
which is all inclusive. ; 

The expression “work at his last, accustomed, or 
reasonably similar occupation” carries out the ap- 
parent intent of the original purpose of the law to 
compensate for absence from the individual’s regu- 
lar work, and at the same time this expression al- 
lows the administering Board the right of deter- 
mination in granting benefits predicated upon 
employment. 

The proposed definition is complete from the 
viewpoint of the certifying physician. That the 
individual may or may not be denied benefits by 
reason of wage payments from his employer is a 
matter for the General Assembly to decide. 


Pregnancy and Maternity 

In administering the program the Board has rec- 
ognized the condition of pregnancy as a disability 
compensible under its interpretation of the sickness 
compensation law. In the initial report from the 
certifying physician is required to attest to preg- 
nancy as a specific disability, whereas he knows 
that in itself pregnancy is not a sickness or disability 
and does not necessarily justify absence of the 
worker from employment throughout the period. 


It is the conditions arising from pregnancy that 
continued on next page 
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continued from page 135 
justifiably constitute sickness or disability claims 
which the worker rightfully may make under the 
law. 

The proposal now advanced in the form of an 
amendment placed before the General Assembly 
within the past few days does not solve the problem, 
but rather advances what is an unsound principle 
both medically and from the point of social insur- 
ance. This amendment is as follows: 

H 562 
“It is enacted by the General Assembly as follows: 


SECTION 1. Section 6 of chapter 1200 of the 
public laws, 1942, cited as the ‘Rhode Island cash 
sickness compensation act,’ as amended by chapter 
1367 of the public laws, 1943, is hereby further 
amended by adding thereto the following sub- 
division: 

“Sec. 6. 


“(4) Maternity Benefits. A woman who has been 
pregnant for a period of at least 6 months, if other- 
wise eligible for benefits and conforming to the 
requirements of the act shall, upon filing a claim 
therefor in such manner and form as the board shall 
by regulation require, be entitled to receive mater- 
nity benefits at the weekly benefit rate payable to said 
claimant in accordance with the act for each week 
for a period of 8 weeks following completion of the 
required waiting period, or for such number of 
weeks as said claimant may have benefit credits 
available, whichever period is shorter. c 

“SEC. 2. This act shall take effect April 1st, 
1945 and thereupon all acts and parts of acts in- 
consistent herewith shall stand repealed.” 


It is evident that this proposed addition to the 
act discounts complications of pregnancy, imposes 
the obligation that the otherwise eligible female 
worker complete her first six months of pregnancy 
or otherwise lose all benefits, and it offers a mini- 
mum benefit (a total of eight weeks at the most) to 
be paid prior to her delivery day, thus encouraging 
her to return to employment at a time when rest and 
care are most desirable medically. We feel certain 
that the General Assembly intended no such inter- 
pretation of the program when it enacted the legis- 
lation. 

Therefore, we recommend that the law as writ- 
ten be correctly interpreted to understand that sick- 
ness or disability arising from, or complications due 
to pregnancy, be compensible in accordance with 
the provisions of the sickness compensation act, 
and that all such benefits paid shall be independent 
of any maternity benefits that may hereafter be. 
provided for under the program by act of the Gen- 
eral Assembly. 

We also recommend that the legislation now pro- 
posed relative to maternity benefits be amended to 
provide as follows: 


“Maternity Benefits. In addition to the maximum 
duration of sickness or disability benefits payable 
under this act, and subject to the other provisions 
- of the act, each female worker eligible for sickness 
or disability benefits shall be paid a weekly mater- 


nity benefit equal to her weekly benefit amount with 
continued on page 137 
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respect to a period of not more than twelve con- 
secutive weeks, namely, for the six weeks prior to 
the week in which her confinement is expected and 


for the six weeks subsequent to her confinement. | 


No maternity benefit shall be payable with respect to 

any week in which the claimant thereof is receiving 

disability or unemployment benefits.” 
COMMENT: 

Sickness caused by pregnancy should not be dis- 
tinguished from sickness from other causes, and it 
should be equally compensible. In a state such as 
Rhode Island which even in normal times had one 
of the highest percentages in the nation for the em- 
ployment of women there should be no effort made 
to penalize the female worker who is required to 
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contribute to the Sickness Compensation Fund by 
denying to her benefits due by reason of her absence 
from regular employment because of complications 
arising from pregnancy. 

The offering of a maternity benefit is advan- 


_tageous from many viewpoints. It would lessen 


any present tendency to secure benefits during the 
period of pregnancy unless a complication from the 
condition actually requires absence from work. It 
would assure the female worker of compensation at 
a time when most needed, and when absence from 
employment is most desirable, i.e., the period imme- 
diately before and immediately after confinement. 
It would be a notable contribution to the social 
insurance phase of the program. 


PHYSICIAN’S FIRST STATEMENT 
In keeping with the recommendations of this report the statements by certifying physicians would be amended. 
The FIRST STATEMENT would be changed to read as follows: 


PHYSICIAN’S FIRST STATEMENT 
To be completed by attending physician on 
or following first visit. If additional space 
is required use reverse side of this form. 


. Full name of patient : 


. I hereby certify that I examined the above-named person on | 
that - * is sick and incapable of working at least until Saturday of the same calendar week | ; 


because of: (state nature and cause of incapacitation) 


| and I find 


| 
Saturday’s date) 


This patient has been treated at: Hospital Home (])_ Office 1) 


Ww 
The next examination by me is to be on | 


. In my opinion it be aa be necesftry for me to examine this patient weekly. 


(Approximate date) 


An Operation is 
to be Performed 
(Approx. date) 


. An Operation 
was Performed 
(Date) 


Injury Occurred 


on 
(Date) 


X-Rays 
Disclosed : 


YesO. 
X-Rays 
Taken 


Complications were (explain) : 


Definition of Sickness: 

An individual shall be deemed to be sick 
or disabled in any week in which, by reason 
of illness or injury he is unable to work 
at his last, accustomed or reasonably simi- 
lar occupation. 


Signed : 


No. Street 


City or Town State 


PROPOSED NEW FORM 


PHYSICIAN’S WEEKLY STATEMENT 


Statement by Physician 


7. Full Name of Patient: 


(Enter Saturday’s date) 


8. I hereby certify that I have examined the above-named patient on (date) 
and I find that a is sick and incapable of working, at least until Saturday of the same calendar week 


. The following complications have developed since I last examined this patient : 


(If none, so state 


10. This patient is to be examined again by me on: (Approx. date) 


ll. This patient will be able to work: (Approx. date) 


. 


Street 


Signed: 


City or Town 
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UNIVERSITY, HOSPITAL and MEDICAL SOCIETY RELATIONS 


ALEX M. BurGEss, M.D., Chairman; B. EARL CLARKE, M.D., HARMON P. B. JORDAN, M.D. 


AS approved by its Advisory Committee, a group on which 

every district society and every hospital of the state 
is represented, the Committee on Hospital, University and 
Medical Society Relations has gone ahead with the work 
of making a list of Rhode Island doctors who are willing 
to take part in an educational program of, by and for the 
profession of this state. By way of making a beginning 
a questionnaire was sent to a number of doctors who, it 
was felt, might be willing to participate in such a program. 
It was explained that as a result of accepting a place on 
this list no physician would be asked by the committee to 
go anywhere to speak except at the request of the local 
group to whom he was to speak. This obviates the possibil- 
ity of a situation such as developed when a somewhat sim- 
ilar program was tried about twenty years ago when 
speakers were sent out ready to present their learned dis- 
sertations and found no audience to listen. 

Besides formal lectures and demonstrations the com- 
mittee plans to supply to hospitals the names of visiting 
experts who will be willing on request to conduct ward 
rounds, medical, surgical or other, as the case may be. 
This part of the program is already under way. At present 
bi-weekly medical ward rounds and bi-weekly X-ray con- 
ferences are being conducted at the general medical build- 
ing (Pasteur Building) at the State Hospital for Mental 
Diseases. Also as a part of the same program bi-weekly 
rounds, medical, surgical or special are being carried on 
at the South County Hospital in Wakefield. The staffs 
of the two hospitals have expressed themselves as pleased 
with the work as far as it has gone and the visiting phy- 
sicians and surgeons have been stimulated by their enthus- 
iasm. The committee will try as far as it can to arrange 
more such rounds on requests from any of Rhode Island’s 
hospitals. 

It is also ready to supply speakers for more formal 
presentations or demonstrations at meetings from the list 
already mentioned as may be requested by any local groups 
of physicians. The list of those who have thus far been 
included as willing to take part, as well as their subjects, 
is given below. 

It may be added here that nothing in this plan should be 
construed as discouraging the inviting of experts from out 
of the state to visit our hospitals or speak to our local 
groups. When such visits can be arranged they are to be 
encouraged and are often of much greater value than any- 
thing that we of Rhode Island can put on for ourselves 
from our own ranks. Nevertheless the number of outside 
experts obtainable will always be limited and, we believe, 
a program of self teaching by our own physicians will 
prove of very great value. 


In making this list of Rhede Island speakers a letter was 
sent to a number of men selected more or less at random 
with the idea of creating a nucleus of speakers. It is the 
hope of the committee that every man who has a subject 
on which he considers himself qualified to speak will join 
this group. Every member of the Rhode Island Medical 
Society, therefore, is urged to give the matter careful 
consideration and if he feels that he can help in this pro- 
gram to send in his name to the committee. To be listed 
on the faculty or speakers bureau one should fill out the 
questionnaire on the postcard already mailed to each mem- 
ber of the Society, and then mail the card back promptly 
to the Committee on Hospital, University and Medical 
Society Relations. 

Members who have already signified their willingness 
to serve on the Faculty of the Society, and the subjects they 
are prepared to discuss, are as follows: 

GrorGeE ALEXANDER, M.D. — (With Dr. Ruggles or alone) 

—Psychiatry 
Paut Appleton, M.p.— (5 different lectures on obstet- 

rical topics, 4 with motion pictures) 

WiLuiAM BELL, M.p.— (Alone or with Dr. Gregory or 

Dr. West)—Contagious Diseases (Lantern Slides) 
CHARLES BRADLEY, M.D. — (2 lectures) — Convulsions in 

Children, Control of Behavior Disorders 
P. Burrum, M.D. Asthma in Children 
Avex. M. Burgess, M.p. — (2 lectures) — Diabetic Coma, 

Oxygen Therapy with Demonstration (The latter with 
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Curran & Burton, Inc. 


GENERAL MOTORS 
HEATING EQUIPMENT 


COAL OIL 
TURKS HEAD BUILDING, PROVIDENCE 
GAspee 8123 


YOUNG’S RECTAL DILATORS 


For 40 years, physicians have been prescribing th < 
rectal dilators for the relief of 


traceable to tautness of the sphincter muscles. 


This mechanical 


adjunct comes in 4 graduated sizes, of Bakelite, $3.75. Sold only 


On prescriptions; not advertised to the laity. 


Obtainable from your 


surgical supply house; ilable f i 
stores. Whe beochure. 


F. E. YOUNG & CO., 


416E.75thSt., Chicago 19, ill. 
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Harotp G. CALpER, M.D. — Pediatrics 

B. Eart M.D. — The Pathology of the Appendix 

Cecit Dustin, M.D. — Diseases of the Cardiovascular sys- 
tem 

Isaac GERBER, M.D. — (X-ray Conferences or Discussion 
of Radiological Aspects of Various Diseases— with 
group) 

Joun C. Ham, M.v. — (2 lectures) — Lung Abscess (Lan- 
tern slides) Spontaneous Hemo Pneumothorax 

Lucius C. K1ncMAN, M.D. — Surgical Instruments (With 
lantern slides) Also available for surgical side of dis- 
cussion of various subjects 

Louts I. KRAMER, M.D. — (2 lectures) — Peripheral Vas- 
cular Disease with Mr. Gifford (demonstration of ap- 
paratus) Diabetes Mellitus 

AntHoNy MicLiaccio, M.D.—Abdominal Surgery 

F. RoNCHESE, M,D. — Occupational Stigmas 

ArtTHUR RuGGLeEs, M.p.—Psychiatry—(With Dr. George 
Alexander) 

Vincent Ryan, M.v.— (6 lectures) Common Skin Dis- 
eases (Lantern slides), Cancer of the Skin (Lantern 
slides), Care of the Normal Skin, Industrial Dermatoses, 
Alopecia, Vascular Lesions of the Hands and Feet, Drug 
Eruptions. 

Daniet V. Troppo.t, M.p. — Any Surgical Subject 

Henry E. Utter, M.p. — Pediatrics 

GrorcE W. WarTERMAN, M.D.—(2 lectures) —Carcinoma 


of Uterus (Lantern slides) Carcinoma of Cervix Uteri 


(with Dr. Ralph Di Leone—Lantern Slides) 
Rosert H. WuitMarsH, M.D.— Gall Bladder Surgery 
U. S..ZaAMBARANO, M.D.—(3 lectures) Tuberculosis (all 
phases with slides, movies and x-ray films), Bronchiec- 
tasis—x-ray films, Lung diseases in general—X-ray 
films. 


MILITARY ANNOUNCEMENTS 


CHANGE IN ADDRESS 

MAJOR SIMON ALBERT, MC, 1749 Grand Con- 
course, Bronx 53, New York, N. 

Lr. JOHN T. BARRETT, 231st General Hospital, 
Camp Ellis, Illinois 

Capt. RICHARD D. BARONIAN, MC, APO 218, 
c/o Postmaster, New York, N. 

Capt. MorRIS BOTVIN, MC, 0-1685931, APO 713, 
c/o Postmaster, San Francisco, California 

Capt. FRANCIS H. CHAFEE, MC, 0-436932, APO 
508, c/o Postmaster, New York, N. 

Lt. PALMER CONGDON, APO 218, ‘c/o Post- 
master, New York, N. Y. 

Capt. EDWARD a. MG, APO 374, c/o Post- 
master, New York, N. Y. 

CAPT. SOLOMON L. FRUMSON, MC, 0-314634, 
APO 782, c/o Postmaster, New York, N. Y. 

Capt. HENRY B. GARRIGUES, MC, Station Hospital, 
Fort Worden, Washington 

MAJOR Morris L. Grover, MC, APO 263, c/o 
Postmaster, New York, N. Y. 
MAjoR RICHARD E. HAVERLY, MC, 01696202, 
APO 339, c/o Postmaster, New York, N. Y. 
CAPT. WALTER E. HAYES, - APO 226, c/o 
Postmaster, New York, N. Y. 

Capt. HARRY HECKER, MC, 0-447735, APO 726, 
c/o Postmaster, Seattle, Washington 

Lt. COMDR. JOHN W. HELFRICH, MC, USNR, 
c/o Fleet Post Office, San Francisco, California 

Lt. JOHN D. HuBBARD, MC, USNR, Dispensary, 
Naval Air Station, Corpus Christi, Texas 

Capt. FRANK C. JADOosz, MC, 207th AAF, B.U., 
A.A.B., Deming, New Mexico 

MAJOR Davin B. JENNISON, MC, 0-292265, APO 
958, c/o Postmaster, San Francisco, California 


A NEW, DIFFERENT 


AND BETTER FORM 


OF SULPHUR FOR 


VULGARIS 


Crookes Laboratories, Inc. 
305 East 45th Street 
New York 17, N.Y. Dept. RI 
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For your protection .. . 


Prescribe Certified Milk 3 
A Standard of Excellence ' 


PURE 
NUTRITIOUS 
SAFE 


Certified Milk 


IN PROVIDENCE IS 
PRODUCED BY DISTRIBUTED BY 


Cherry Hill Farm H. P. Hood Co. DE 3024 
Fairoaks Farm Fairoaks Farm PE 6870 
Hampshire Hills Farm Whiting Milk Co. GA 5363 


Walker-Gordon Lab. Co., Ine. H.P. Hood Co. DE 3024 
Whiting Milk Co. GA 5363 


CERTIFIED MILK DESERVES YOUR RECOMMENDATION 


: 
Cit 
- 
] 
. 
( 


AL 
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REPORT OF THE MILK COMMISSION OF THE 
PROVIDENCE MEDICAL ASSOCIATION 


1944 


Ppt Mick in Providence during 1944 was 
obtained from the following farms: Cherry 
Hill Farm, North Beverly, Mass. ; Fairoaks Farm, 
Lincoln, R. I.; Hampshire Hills Farm, Wilton, 
N. H.; Walker-Gordon Farm, Charles River, 
Mass. 

Through the courtesy and co-operation of the 
Boston Commission we have accepted their cer- 
tification of two farms from Massachusetts and. 
one from New Hampshire. 

Bacteriological and chemical examinations of 
certified milk are made in the laboratories of Brown 
University under the supervision of Professor 
Charles Stuart. The potency test on the Vitamin-D 
milk was carried on in the laboratory of Dr. L. R. 
Parkinson of Massachusetts State College, Am- 
herst, Massachusetts, and all three milks were 
found to contain 400 units per quart. These Cer- 
tified milks are not modified by the addition of a 
vitamin-D concentrate. 


All of the herds are under State and Federal 
supervision and are free from Tuberculosis and 
Brucella abortus infections. 

Much credit is due the management of these 
farms in keeping the standards of Certified milk 
on a high plane and these high ideals have been 
realized in spite of the acute shortages in materials 
and labor. 

The Commission is indebted to Dr. Edwin 
Knights, Deputy Inspector of Milk in Providence, 
for his continued interest and advice during the 
past year. 

The personnel of the Commission includes Drs. 
Harold G. Calder, chairman, Henry E. Utter, 
Maurice Adelman, Frank I. Matteo, George W. 
Waterman, William P. Shields, Thomas J. Dolan, 
Raymond L. Webster, D.M.D. of the Rhode Island 
Dental Society and Reuben C. Bates, Secretary 
and Treasurer. 


MONTHLY AVERAGES OF CERTIFIED MILK FOR 1944 


CHERRY HILL HAMPSHIRE 
H. P. HOOD FAIROAKS HILLS WALKER-GORDON 
Vit. D. Pasteurized Pasteurized 
Bac- Bac- Bac- ac- ¢ 
teria Pai teria teria 

B.F. C. B.F. ized | B.F. T.S. B.F. B.F. ES. 
41 1291 36/46 13.98 1,550 25] 44 13.22 12] 3.8 1269 249 | 3.9 12.73 159 
41 1289 31/44 13.69 1,785 3214.7 13.93 14/:39 1299 . 139:|.39.. 1287. 197 
4. 12.84 16} 42 1330 1,261 1393 29 39 12.77 36|39 12.83 
3.9 12.56 25144 13.43 1,681 138) 45 13.61 11 | 3.6 12.33 41 | 36 1240 162 
4.1 12.79 3714.5 13.51 2,694 122] 45 13.59 19 | 3.8 12.25 76 | 3.6 12.06 36 
3.8 12.47 8|42 13.20 2,622 84/42 13.12 28/]40 12.76 12 
3.9 12.27 134] 42 12.94 3,650 225 |3.9 1269 198] 40 12.77. 117 
3.7 +1217 117142 1300 3,770 377| 3.2 1259 | 40 1276 63 
36° 12.05 99 | 40 13.08 4,950 79 | 4.1 12.87 83140 12.89 105 

October............ i250 61} 43 13.27. 2,945 16] 40 1287 65] 40 11.83 28 

November... 3.9 12.59 9143 13.43 4,225 40140 12.81 13.33 16 

December. | 3.9 12.48 14} 42 13.08 3,750 33 | 4.1 13.01 57 | 4.1 13.05 22 

Yearly 

Average.......... 3.9 1254 49/43 13.32 2,906 99] 42 13.18 1268: 75 
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Pare.. 
Wholesome.. 
Refreshing 


Safeguarded constantly by 
scientific tests, Coca-Cola is 
famous for its purity and 
wholesomeness. It’s famous, 
too, for the thrill of its taste 
and for the happy after-sense 
of complete refreshment it 
always brings. Get a 
Coca-Cola, and get the feel 
of refreshment. 


OXYGEN 


EFFECTIVE THERAPY CARBON DIOXID-OXYGEN 
MIXTURES 


HELIUM-OXYGEN MIXTURES 


CARBON DIOXID 
CYCLOPROPANE 


Requires Analgesia 
Bacteriostasis, and 


Dehydration of the Tissues. * * * 


7 OXYGEN TENTS, FACE MASKS | 
; Z For Sale or For Rent 
! 


CORP BROTHERS 


THE DOHO CHEMICAL CORP. Dexter 8020 


New York - Montreal - London 
24 Hour Service 


\ 
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